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EXECUTIVE SUMMARY

For years now, the Kentucky Department for Public (KDPH) has supported a number of HIV test sites in all
120 counties with rapid HIV antibody tests. Without these rapid tests (which provide onsite screening
results within 15-20 minutes), clients must wait weeks to receive their results from a laboratory. Most clients
do not return to hear of their lab results. As advantageous as it has been to use rapid tests, those with
reactive results still required follow-up confirmatory testing that often involved referring the client to another
agency for a blood draw, and always involves sending a specimen to an offsite laboratory for confirmatory
testing. This approach delays the provision of immediate HIV treatment, which is now recommended for all
people with HIV (regardless of disease progression).

The Centers for Disease Control and Prevention (CDC) has provided an approved testing algorithm (set of
steps) that eliminates the delay caused by requiring HIV confirmation prior to linking the client to an HIV care
provider. The following KDPH policy applies the CDC algorithm, which calls for the use of two rapid HIV
tests of different brands used in tandem. When an initial (more sensitive) rapid HIV test is reactive, the client
can immediately be tested onsite with a second less sensitive rapid test. If both types of rapid tests are
reactive, the client is almost certainly infected with HIV and should be immediately linked to an HIV care
provider. This provider will do any necessary confirmatory testing, viral load testing, genotype testing, etc.
required to initiate HIV treatment. This “rapid-rapid testing algorithm” (RTA) ensures that all clients can
discover their HIV antibody status and take immediate steps to treat the infection. Effective treatment for
HIV drastically lowers the chance of transmission and progression of disease, so the earlier treatment
begins, the better.

KEY POINTS — RAPID-RAPID ALGORITHM

In short, nonclinical Kentucky HIV test sites can now test all clients with SURE CHECK (a more sensitive
fingerstick rapid HIV antibody test). Those with negative SURE CHECK tests are antibody-negative and no
additional antibody testing would be required at that time. Those with reactive results from the SURE
CHECK test can be tested immediately with an additional rapid OraQuick test (a slightly less sensitive
fingerstick or oral swab HIV antibody test). Clients receiving reactive results from both rapid tests (SURE
CHECK first, then OraQuick) are almost certainly infected with HIV and can be linked to an HIV care
provider without waiting days or weeks for a confirmatory test.

In cases where the initial SURE CHECK test is reactive, but the follow up OraQuick is nonreactive, submit a
specimen to laboratory or refer to a clinical provider for follow-up testing.

This testing approach is for nonclinical settings such as harm reduction/syringe exchange programs,
community-based organizations, outreach testing efforts, and field testing. This algorithm has NOT been
approved for use in clinical settings.

Increased responsibilities for HIV tests sites will include training and quality assurance measures for both
SURE CHECK and OraQuick instead of just one or the other. KDPH will provide its supported HIV test sites
with both tests, training, and supplies for RTA. The advantages to test sites include same-day referrals to HIV
care providers ... eliminating the need for any additional appointment and follow-up to counsel the client on
confirmatory test results.
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KEY SUMMARY POINTS

1. KDPH and CDC support 2 primary models of HIV testing—routine testing in clinical settings and
targeted testing in nonclinical settings; this Implementation Guide is intended to be used by HIV
testing providers in nonclinical settings.

2. HIV testing remains a critical element of the care continuum—a key goal of HIV testing services
is to diagnose HIV infection in persons who did not previously know their HIV status and to link them
with follow-up care, treatment, and prevention services.

3. Agencies should adhere to program standards, including local and state public health policies and
laws, to ensure they deliver high-quality HIV testing services that are culturally competent and
linguistically appropriate.

4. HIV testing in nonclinical settings should be simple, accessible, and straightforward. Minimize
client barriers and focus on delivering HIV test results and on supporting clients to access follow-up
HIV care, treatment, and prevention services as indicated.

5. Toreach populations at high risk for HIV infection, sites should employ strategic targeting and
recruitment efforts, establish targets for key program indicators, and monitor service delivery
to ensure targeted testing is achieving program goals.

6. To provide the most accurate results to clients, sites should use HIV testing technologies that are
the most sensitive, cost-effective, and feasible for use at their agency. Establishing relationships
with facilities offering laboratory-based HIV testing is important for referring clients who may have
acute HIV infection.

7. CDC no longer supports extensive pretest and posttest counseling as part of the HIV testing
event. Instead, CDC supports a streamlined model of HIV testing that includes delivering key
information, conducting the HIV test, completing brief risk screening, providing test results, and
delivering referrals tailored to the client's specific risk.

8. Sites should consider offering HIV testing services for couples or partnered relationships to (a)
attract high-risk clients who are not otherwise testing and (b) identify HIV-discordant couples and
previously undiagnosed HIV-positive clients. Specific training is required before attempting this.

9. To facilitate referral and linkage, agencies should establish partnerships with organizations that
offer essential follow-up services, including clinics that offer HIV care and treatment, PrEP, and
nPEP. Agencies should develop and implement protocols to help clients navigate the health care
system and access these essential services as needed.
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Chapter 1

INTRODUCTION

Implementing HIV Testing in Nonclinical Settings: a Guide for HIV Testing Providers (hereafter referred to as
Implementation Guide) provides practical considerations for human immunodeficiency virus (HIV) testing in
nonclinical testing sites. It is meant to be used by KDPH-funded HIV testing providers, and may also be useful
for providers who are not directly funded by the state or CDC. This Implementation Guide is intended as an
orientation tool for HIV testing providers, so that they have one comprehensive but easy-to-read source of
important information that will help them provide high-quality HIV testing services to their clients. Because this
document is program guidance, and not guidelines, it was not vetted through CDC's rigorous guidelines
development process. This document was informed by scientific evidence and best practices, and references
relevant literature.

Purpose

The purpose of this Implementation Guide is to familiarize HIV testing providers working in State-funded
nonclinical settings with key programmatic issues and updates that impact HIV testing service delivery. This
includes, but is not limited to, reinforcing language about targeting and recruitment for HIV testing, advances in
HIV testing technologies and algorithms, new protocols for conducting HIV testing with abbreviated prevention
counseling, and with additional training — the inclusion of couples HIV testing. HIV testing providers who are
aware of these issues are more likely to provide high-quality HIV testing services to their clients.

Rationale

The rationale for developing this Implementation Guide was to update key programmatic issues for HIV testing
in nonclinical settings that have not been addressed since the release of Revised Guidelines for HIV
Counseling, Testing, and Referral in 2001. Additionally, scientific and programmatic advances in HIV care,
treatment, and prevention warranted revisiting and updating previous recommendations. Some updates were
included in the comprehensive Planning and Implementing HIV Testing and Linkage Programs in Non-clinical
Settings: a Guide for Program Managers? (hereafter referred to as Program Manager Guide). However, the
Program Manager Guide focused on planning an HIV testing program, and this Implementation Guide focuses
on conducting HIV testing with clients. Therefore, the primary target audience for this document is HIV testing
providers and not necessarily HIV program managers, although program managers will also find this
information useful.

1 CDC. Revised guidelines for HIV counseling, testing, and referral. MMWR 2001;50(RR-19):1-62.

2 ICF Macro, Inc. Planning and implementing HIV testing and linkage programs in non-clinical settings: a guide for program managers.
https://effectiveinterventions.cdc.gov/docs/default-source/public-health-strategies-docs/HIVTestingimplementationGuide _Final.pdf
Published 2012. Accessed March 24, 2016.
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Although this Implementation Guide is consistent with many aspects of the aforementioned guidelines and
Program Manager Guide (e.g., provision of voluntary, confidential HIV testing; need for obtaining informed
consent; providing client-centered services; making referrals and linkages based on test results), there are also
several updates. These updates include:

e Addressing HIV diagnosis as the first step in the HIV care continuum

¢ Emphasizing the use of novel strategies for targeting and recruitment of high-risk populations,
including partners of people living with HIV

¢ Discussing advances in HIV testing technologies, including "rapid-rapid” HIV test algorithms (RTA)

e Separating prevention counseling from the HIV test event and streamlining the protocol for HIV testing

¢ Highlighting couple and partner HIV testing and counseling, or "Testing Together," as an opportunity
to ensure mutual disclosure of HIV status and improve prevention outcomes

¢ Emphasizing the importance of linking high-risk HIV-negative clients with prevention services,
including nonoccupational postexposure prophylaxis (nPEP) and preexposure prophylaxis (PrEP)

e Focusing on partnerships between nonclinical and clinical sites to enhance linkage for persons living
with HIV to access care and treatment within 30 days after diagnosis

Intended Audience

This Implementation Guide is intended for HIV testing providers who work in nonclinical settings, including any
person who provides HIV testing services or oversees the provision of HIV testing services. It is meant to be
used by KDPH-funded HIV testing providers and may also be useful for providers that are not directly funded
by KDPH.

Background

CDC recommends that all adolescents and adults get tested for HIV at least once as a routine part of medical
care. CDC also recommends more frequent testing (at least annually) for men who have sex with men (MSM),
persons who inject drugs (PWID), and other persons at high risk for HIV infection.! Significant advances in HIV
testing have been made since the Food and Drug Administration (FDA) approved the first commercial HIV
blood test more than 30 years ago, and it is now easier than ever to get tested for HIV. Testing technologies
have improved, same-day results are available, testing venues are diverse and readily accessible, information
about the importance of testing is clearer and more focused on client risk factors, and testing has become
routine for many providers and clients. Additionally, testing is no longer something that has to be done alone—
couples and sex partners can come in and get an HIV test together, supporting one another with a future-
focused discussion of joint risk concerns and accessing follow-up services based on their test results and
relationship status (note that couples testing requires additional training). The availability of antiretroviral
therapy (ART) and, more recently, PrEP have provided new incentives for people to be tested, to take steps to
keep themselves and their partners healthy, and to prevent new infections.
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Despite these successes, of the 1.2 million Americans estimated to be living with HIV at the end of 2012, more
than 156,000 did not know their HIV status (Figure 1).2 This is significant because more than 30% of new HIV
transmissions in the United States occur from persons who are HIV-infected but undiagnosed,* which
reinforces the importance of increasing knowledge of HIV status through testing and of linkage to medical care
as the first step on the HIV care continuum.>

Among persons whose HIV infection was diagnosed during 2013, 73% were linked to HIV medical care within
1 month after diagnosis and 82% were linked to care within 3 months.® Retaining these persons in care,
however, is a challenge; only 53.9% of persons whose HIV infection had been diagnosed by year-end 2011
and who were alive at the end of 2012 had received HIV medical care during the first 4 months of 20127
(Figure 1). HIV testing programs have made strides in strengthening linkage to HIV medical care following
diagnosis, but additional efforts are needed to reach the National HIV/AIDS Strategy for the United States
(NHAS) goal of linking 85% of persons with newly diagnosed infection to HIV medical care within one month of
diagnosis’ and to retain these persons in care. Even though linkage and retention (or reengagement in care)
usually happens after HIV testing, HIV testing staff should be aware of the importance of medical care for
persons living with HIV infection and of their role in patient navigation. Presently, 61% of new transmissions
occur from persons who are diagnosed but not retained in medical care; increased attention should be paid to
this population.>

3CDC. Monitoring selected national HIV prevention and care objectives by using HIV surveillance data—United States and 6 dependent
areas-2013. HIV Surveillance Supplemental Report 2015;20(No. 2). http://www.cdc.gov/hiv/library/reports/surveillance/.
Published July 2015. Accessed March 24, 2016.

4 Skarbinski J, Rosenberg E, Paz-Bailey G, et al. Human immunodeficiency virus transmission at each step of the care continuum in the
United States. JAMA Intern Med 2015;175(4):588-596. doi:10.1001/jamainternmed.2014.8180.
http://www.ncbi.nlm.nih.gov/pubmed/25706928. Accessed March 24, 2016.

® CDC. Understanding the HIV care continuum. http://mwww.cdc.gov/hiv/pdf/DHAP_Continuum.pdf. Published December 2014.
Accessed March 24, 2016.

& CDC. Monitoring selected national HIV prevention and care objectives by using HIV surveillance data—United States and 6 dependent
areas-2013. HIV Surveillance Supplemental Report 2015;20(No. 2). http://www.cdc.gov/hiv/library/reports/surveillance/.
Published July 2015. Accessed March 24, 2016.

"White House Office of National AIDS Policy. National HIV/AIDS strategy for the United States: updated to 2020. _https://www.aids.gov/federal-
resources/national-hiv-aids-strategy/nhas-update.pdf. Published July 2015. Accessed March 24, 2016.
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Figure 1. Persons living with diagnosed HIV infection, 2012—Select HIV care continuum outcomes,
United States and Puerto Rico

N =882,993

v N
o O ©

w
o

S
o
@ 40
Rl
=
(7}
v
~—
o
o

- N
© © O

2012
[JReceived HIV medical care* [ Prescribed ART W Viral Suppression

Source: CDC. HIV care continuum for the United States and Puerto Rico. http://www.cdc.gov/hiv/pdf/Continuum_Surveillance.pdf.
Published July 2015. Accessed March 24, 2016.

National HIV Surveillance System: Estimated number of persons aged M3 years living with diagnosed
or undiagnosed HIV infection (prevalence) in the United States at the end of 2012. The estimated number
of persons with diagnosed HIV infection was calculated as part of the overall prevalence estimate.

Medical Monitoring Project: Estimated number of persons aged M8 years who received HIV medical
care during January to April of 2012, were prescribed ART, or whose most recent VL in the previous year
was undetectable or <200 copies/mL—United States and Puerto Rico.

Vision

The nation's HIV prevention efforts are guided by the recognition that if everyone with HIV was aware of their
infection and receiving the treatment they need, HIV infections in the United States would be greatly reduced.
This is a key tenet of NHAS,2 which includes several specific goals and indicators related to early HIV
diagnosis and effective care, including reducing new HIV infections, improving access to care and health
outcomes, reducing HIV-related health disparities, and achieving a more coordinated response:

¢ Increase the percentage of people living with HIV who know their status to at least 90%

¢ Reduce the number of new diagnoses by at least 25%

e Increase the percentage of persons with newly diagnosed infection linked to HIV medical care within
one month of their HIV diagnosis to at least 85%

¢ Increase the percentage of persons with diagnosed HIV infection who are retained in HIV medical
care to at least 90%

e Increase the percentage of persons with diagnosed HIV infection who are virally suppressed to at
least 80%

8 White House Office of National AIDS Policy. National HIV/AIDS strategy for the United States: updated to 2020.
https://www.aids.gov/federal-resources/national-hiv-aids-strategy/nhas-update.pdf . Published July 2015. Accessed March 24, 2016.
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To achieve these goals, CDC and its partners are pursuing the high-impact HIV prevention (HIP) approach,®
which aims to achieve the greatest possible reductions in HIV infections by using a combination of evidence-
based, cost-effective, and scalable strategies and interventions, such as HIV testing, linkage to HIV care for
persons with newly diagnosed HIV infection, and reengagement in care for persons diagnosed but not
currently in care. In accordance with NHAS and the HIP approach, resources are targeted to populations and
regions that are most heavily affected by HIV, where they have the greatest potential to diagnose new HIV
infections, link persons with effective HIV care and prevention services, and subsequently reduce new HIV
infections.

Defining Nonclinical Settings

KDPH and CDC supports 2 primary models of HIV testing: (1) routine testing in clinical settings, and (2)
targeted testing in nonclinical settings. Although more HIV tests are conducted in clinical settings than in
nonclinical settings, persons at high risk for HIV infection may not access health care services, and so it is
important to utilize both strategies. This Implementation Guide is intended for the targeted testing in nonclinical
settings, but may also be useful for HIV testing providers in clinical settings.

For the purposes of this Implementation Guide, nonclinical settings are sites where medical, diagnostic, and/or
treatment services are not routinely provided, but where select diagnostic services, such as HIV testing, are
offered.10 Increasingly, agencies are beginning to offer clinical services within nonclinical settings, making this
distinction a bit blurred. Still, a key feature of nonclinical settings is their location within the community—
whether at fixed venues, outreach sites, or in a person's home, nonclinical settings are easily accessible and
comfortable for populations who might not access medical services regularly. They typically provide same-day
rapid HIV testing, they might offer other HIV prevention services such as structural or behavioral interventions
and social services, and they conduct recruitment services to get high-risk populations in for targeted HIV
testing.

Examples of nonclinical settings where HIV testing may be offered include, but are not limited to, community-
based organizations (CBOs), mobile testing units, churches, bathhouses, parks, shelters, syringe services
programs, health-related storefronts, homes, and other social service organizations. Agencies may choose to
provide HIV testing services at multiple venue types to offer a diverse range of options, to better identify high-
risk clients, and to meet the needs of the populations they serve.

Some health departments might be considered nonclinical settings and offer targeted HIV testing, while others
offer clinical services and routine HIV testing. Furthermore, some health care organizations (HCOs) might
provide a blend of routine and targeted HIV testing, even though they are considered clinical settings. This
demonstrates the complexity of distinguishing between clinical and nonclinical settings.

9 CDC. High-impact HIV prevention: CDC's approach to reducing HIV infections in the United States. http://www.cdc.gov/hiv/policies/hip.html.
Updated April 2013. Accessed March 24, 2016.

101CF Macro, Inc. Planning and implementing HIV testing and linkage programs in non-clinical settings: a guide for program managers.
https://effectiveinterventions.cdc.gov/docs/default-source/public-health-strategies-
docs/HIVTestinglmplementationGuide Final.pdf. Published 2012. Accessed March 24, 2016.
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Using the Guide

This guide follows state public health policies and laws. Elements may also be adapted by local health
departments for incorporation into updated local guidance, policies, and training materials. This guide does not
replace HIV testing training for new staff, but it can be used as an orientation tool for new staff or as a refresher
document for existing staff. KDPH-funded HIV testing providers should incorporate the concepts of this
Implementation Guide into their nonclinical HIV testing programs and may address questions about the
Implementation Guide to KDPH, or CDC subject matter experts. Also, CDC project officers, CBA providers,
and local agency management may be able to answer questions, or may be helpful in referring questions to
the appropriate subject matter experts. HIV testing providers not funded directly by KDPH may also find this
information useful.
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Chapter 2

PROGRAM PRINCIPLES AND STANDARDS

HIV testing programs must strive to provide high-quality services to best meet the needs of their clients and
achieve their program objectives. There are certain principles and standards that should be met by all HIV
testing programs in order to provide high-quality services. This chapter reviews these principles and standards,
and provides links for accessing more information.

Guiding Principles
Staff conducting HIV testing should be trained in accordance with state and local requirements before
providing services to clients.

The following principles guide the provision of HIV testing in nonclinical settings, and HIV testing providers
should ensure that these are met:

HIV testing is voluntary; clients have elected to be tested of their own accord, and they are not
coerced or forced to be tested. Clients have the right to decline services.

Clients give their expressed informed consent to be tested; they clearly understand basic information
about HIV and HIV testing, and they provide verbal or written agreement to be tested for HIV.

HIV testing can be either confidential (name is given) or anonymous (hame is not given); although
confidential testing is preferred for facilitating linkage to care for newly diagnosed HIV-positive clients,
some clients may only test if they can do so anonymously. Clients should understand the benefits of
confidential testing compared to anonymous testing, including what measures are in place to protect
their confidentiality, how their personally identifiable information will be protected, and who will know
their test results (e.qg., the local health department if the results are HIV-positive). For more information
or to determine if anonymous testing is an option for your clients, consult with your supervisor and/or
review state and local regulations.

HIV testing services should be client-centered; that is, services should be focused on the client's
concerns and situation. Services should also be culturally competent with respect to race, ethnicity,
gender, sexual orientation, age, language, literacy, relationship status, and other relevant factors.

All clients testing HIV-positive should be referred and linked to care, and these linkages should be
tracked to ensure timely linkage and successful enrollment in care. More information on linkage,
referral, and navigation services can be found in Chapter 7.

Special circumstances for consent

KRS 214.185 allows for minors in Kentucky to give their own consent for HIV testing without the
consent of or notification to the parent, parents, or guardian of such minor patient, or to any other
person having custody of such minor patient.

Agencies should also establish sobriety protocols to help counselors understand what to do if clients
are under the influence of drugs, medication, or alcohol. If you have reason to believe that your client
is intoxicated or not of sound mind, you may need to ask a supervisor or other colleague for
assistance.

Persons who have a mental health disorder may not be able to give their own consent for HIV testing.
State laws may require permission from the person's legally authorized representatives.
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Ethical Standards

Agencies should establish an ethical code of conduct for their HIV testing services, which should be read and
understood by all testing providers. This code of conduct should clarify that HIV testing providers should not
use or be under the influence of alcohol or drugs while on duty; have sex with clients; exchange money with
clients; or engage in other inappropriate behavior with clients. Agencies should establish and enforce these
boundaries to protect their staff and their clients, and to ensure clients receive high-quality HIV testing services.

Use Best Possible Technologies and Approach

Because one of the goals of HIV testing programs is to identify HIV infection as early as possible after
exposure, programs should use testing technologies and specimens that allow for early detection. If possible,
persons at highest risk should be tested for acute infection. In general, the tests used for this will be
antigen/antibody combination tests used with blood specimens collected from the vein. However, it is not
always feasible to have someone trained in collecting blood from a vein at nonclinical HIV testing sites, and so
blood collected from a fingerstick is often used.'! Blood (whole blood, serum, or plasma) is the preferred
specimen for HIV testing because tests conducted with blood are more sensitive for early infection than tests
conducted with oral fluid.1212 If an organization must use oral fluid for testing, it is important that clients and HIV
testing providers understand the limitations.

Preparing the HIV Testing Environment

HIV testing should be conducted in a private location where client confidentiality can be ensured and where a
specimen can be collected safely and without risk of contamination. Some recommendations for establishing
an ideal HIV testing environment include:

1. Room/testing space: Providers should ensure that the testing space has enough room and seating for
all clients to feel comfortable and confident in their HIV testing experience.

2. Lighting: There should be enough light to allow providers to perform the test and read results
accurately.

3. Temperature: Rapid HIV tests should be stored, transported, and conducted within specific
temperature ranges specified by the manufacturer. HIV testing providers should check the package
inserts to ensure they are adhering to these temperature specifications.

4. Surface area: Rapid HIV tests must be performed on a clean and level surface. HIV testing supplies
and controls should be well organized, and no food or drink should be consumed near the testing
area.

11 CDC. HIV Basics: Testing. http:/Aww.cdc.gov/hiv/basics/testing.html. Updated April 2015. Accessed March 24, 2016.

2 Delaney KP, Branson BM, Uniyal A, et al. Evaluation of the performance characteristics of 6 rapid HIV antibody tests. Clin Infect Dis
2011;52(2):257-63.

13 Stekler JD, O'Neal JD, Lane A, et al. Relative accuracy of serum, whole blood, and oral fluid HIV tests among Seattle men who have
sex with men. .1 Clin Virol 2013;58(Suppl 1):€119-22.
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5. Storage and disposal: Most rapid HIV tests can be stored at room temperature below 30°C/86°F.
However, most controls used for quality assurance and quality control procedures must be stored in a
refrigerator with temperature controls. HIV testing providers should maintain an inventory of testing
supplies, including lot numbers, date of receipt, storage temperatures, expiration dates, and dates of
use. Discard opened reagents after the manufacturer's expiration date, and do not use reagents from
kits with different lot numbers interchangeably.

6. Equipment: Laboratory-based tests may require refrigeration of specimens. Refrigerators should have
temperature controls, should only be used for the storage of samples and/or testing supplies, and
should be labeled as such. A centrifuge will also be needed to prepare laboratory samples for testing.

7. Prevention Materials: Condoms, lubricants, and educational materials should be made available to
clients in the HIV testing room as well as in the waiting area (or on display if at an outreach or
community venue).

8. Supplies: Staff should have all the supplies, materials, and reference information necessary to provide
HIV testing and linkage to care services, including data forms and testing logs; testing supplies and
equipment; prevention and educational materials; referral and resource information; and client
satisfaction or feedback questionnaires.

A detailed Outreach Testing Supplies and Materials Checklist is provided in the Program Manager Guide
(see Program Manager Guide, Appendix D, Template 7).

Policies and Legal Considerations
HIV testing providers should understand and provide services in accordance with their agency policies and
state and local policies and laws. The policies and laws providers should be familiar with include, but are not
limited to:

¢ Authorization for agencies provide HIV testing

e Provider training and certification to perform HIV testing

¢ Who can consent to and receive HIV testing (e.g., teenagers or intoxicated persons)

e Provision of confidential vs. anonymous testing

¢ Record keeping and ensuring confidentiality

o Reporting HIV testing results

e Provision of partner elicitation and notification services

e Laboratory certifications or licensure

e Quality assurance procedures for HIV testing

Additionally, the following federal policies apply to all HIV testing programs:
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Laboratory certificate requirements

Nonclinical HIV testing sites using waived rapid HIV tests must either obtain their own certificate of waiver
under CLIA (the Clinical Laboratory Improvement Amendments of 1988), or establish an agreement to work
under the CLIA certificate of an existing laboratory.1415 CLIA outlines quality standards for laboratory testing—
including rapid HIV testing—to ensure the accuracy, reliability, and timeliness of patient test results. More
information about CLIA certification and CLIA-waived tests can be found on CDC's HIV/AIDS website
(http://www.cdc.gov/hivitesting/nonclinical/clia.html). Agencies should contact their state or local health
department for more information, including how to apply for a CLIA waiver.

Health information compliance

All health care providers—including HIV testing providers—must comply with federal and state laws that
protect patients' health information, such as those set out in the Health Information Portability and
Accountability Act of 1996 (HIPAA).16 HIPAA provides clients and patients access to their medical records and
gives them control over how their health information is used and disclosed. Clients and patients can give
permission to share their health information with anyone, including friends, family members, and organizations
that provide referral services. This means that couples who wish to be tested and receive their results together
may do so under HIPAA if both partners are in agreement.

Data security and confidentiality

All data collected by nonclinical HIV testing sites should adhere to the standards outlined in Data Security and
Confidentiality Guidelines for HIV, Viral Hepatitis, Sexually Transmitted Disease, and Tuberculosis Programs.’
These guidelines provide recommendations related to record keeping, data collection, data management, and
data security.

14 CDC. CLIA home page._http://www.cdc.gov/clia/. Updated October 2014. Accessed March 24, 2016.

15 CDC. Fact Sheet: CLIA certificate of waiver. http://www.cdc.gov/hiv/testing/nonclinical/clia.html. Updated February 2015. Accessed
March 24, 2016.

16 NHS. Health information privacy. http://www.hhs.gov/hipaa/index.html. Accessed March 24, 2016.

17 CDC. Data security and confidentiality guidelines for HIV, viral hepatitis, sexually transmitted disease, and tuberculosis programs:
standards to facilitate sharing and use of surveillance data for public health action.
http:/Aww.cdc.gov/nchhstp/programintegration/docs/pcsidatasecurityquidelines.pdf. Published 2011. Accessed March 24, 2016.

18 OSHA. Occupational Safety and Health Standards, Code of Federal Regulations. Bloodborne Pathogens, title 29, section 1910.1030.
https://mww.osha.gov/pls/oshaweb/owadisp.show document?p id=10051&p table=STANDARDS. Updated April 2012.
Accessed March 24, 2016.

1% Siegel JD, Rhinehart E, Jackson M, Chiarello L, and the Healthcare Infection Control Practices Advisory Committee. 2007 Guideline for
isolation precautions: preventing transmission of infectious agents in healthcare settings.
http://www.cdc.gov/hicpac/pdf/isolation/Isolation2007.pdf. Accessed March 24, 2016.
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Universal precautions for employee, volunteer and consumer safety

The Occupational Safety and Health Administration (OSHA) has established basic precautions designed to
keep employees and consumers safe when they might come into contact with blood or other body fluids (e.g.,
saliva, urine).’®1° These precautions are known as "universal precautions" and should be observed by all HIV
testing providers. They include the following:
e Wash hands or other skin surfaces immediately before and after handling blood or other body fluids. If
soap and water is not available, alcohol-based hand sanitizer may be used.
e Use disposable gloves (preferably latex); change gloves between clients.
o Do not eat, drink, apply makeup, or handle contact lenses in the testing area.
e Do not keep food or drink in refrigerators, containers, shelves, cabinets, or countertops where
potentially infectious materials are present.
o Dispose of lancets, needles, or other fluid-touched items (e.g., gauze) in proper biohazard containers.
¢ Disinfect all work surfaces and items before and after testing with 10% bleach solution or
Environmental Protection Agency-approved disinfectant.

In the context of HIV testing, the most likely occupational exposure will be through blood collected via
fingerstick or blood draw, needlestick injuries while collecting specimens, or through sharp injuries. Other staff,
such as janitorial staff who clean up the areas where testing is conducted, may also be occupationally
exposed. Agencies must protect workers who may come into contact with blood or other body fluids, and make
arrangements for safe and proper disposal of all HIV testing waste.

If you come into contact with body fluids, report this exposure to your supervisor immediately and seek medical
guidance to initiate postexposure prophylaxis (PEP).2

Provider safety

Agencies should establish policies and procedures to keep staff and volunteers safe in HIV testing settings.
These policies may include language about the number of staff required to be onsite; service provision hours;
emergency preparedness; and staff conduct in outreach sites, mobile testing units, and HIV testing events.
Additional considerations for providing HIV testing in outreach settings (e.g., a bar, bathhouse, public park),
including planning and implementation tools, can be found in Chapter 8 of the Program Manager Guide.

20 Kuhar DT, Henderson DK, Struble KA, et al. Updated US Public Health Service guidelines for the management of occupational exposure to
human immunodeficiency virus and recommendations for postexposure prophylaxis. Infect Control Hosp Epidemiol 2013;34(9):875-92.
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Quality Assurance

Establishing and implementing Quality Assurance (QA) activities can help ensure that you agencies are
delivering accurate test results, meeting program objectives, and delivering services according to established
procedures. Each agency should develop a QA plan outlining their agency's QA activities, which might include:

e Running test kit controls according to the manufacturer's protocols

e Conducting HIV testing data reviews, including medical charts and client data forms

e Conducting role plays with peers, or between supervisors and peers

¢ Holding team meetings to review activities, discuss problems and concerns, and identify solutions
e Case conferencing to discuss challenging client cases and identify solutions

e Eliciting client feedback through surveys or interviews

e Conducting refresher trainings

e Performing direct observation of HIV testing sessions (with client permission)

e Receiving implementation support from CBA partners

¢ Reviewing client informational materials to ensure cultural appropriateness and accuracy
¢ Reviewing community referral and linkage resources, and establishing partnerships

QA activities are most effective when conducted on a regular basis, and when a combination of approaches is
used. QA may be coordinated with local and state health department staff.

For detailed information about components of a QA program, standards of HIV testing service delivery, and
establishing a QA plan for your agency, please see Chapter 9 of the Program Manager Guide.?! For details
about establishing QA specifically for rapid HIV testing, please see Chapter 4 of this Implementation Guide
and the latest CDC guidelines on this topic.?

Monitoring and Evaluation

Monitoring and Evaluation (M&E) activities assess the resources that go into a program (e.g., staff, funding),
the services provided (e.g., tests provided, referrals provided), and the results of the program (e.g., new HIV
diagnoses, successful linkage to care) to determine whether the program is meeting its objectives. Every HIV
testing program should conduct M&E activities to assess and track program performance, to identify areas in
need of improvement, and to ensure accountability to stakeholders. HIV testing providers play a critical role in
M&E activities because they are responsible for the accuracy of client-level data and reporting.

M&E begins with establishing HIV testing program targets based on formative work, your agency's capacity for
client flow, and requirements established by your funders. You might establish targets for the total number of
clients tested per month, the proportion of testing clients who represent your focus population, the proportion of
clients who are tested as couples, and/or the total number of new HIV diagnoses per month. Much of this work
will be established in advance by your agency's program manager. See Chapter 3 for more information on
targeting and recruitment of your focus population.

2L ICF Macro, Inc. Planning and implementing HIV testing and linkage programs in non-clinical settings: a guide for program managers.
https://effectiveinterventions.cdc.gov/docs/default-source/public-health-strategies-docs/HIVTestingimplementationGuide _Final.pdf. Published
2012. Accessed March 24, 2016.

22 CDC. Quality assurance guidelines for testing using rapid HIV antibody tests waived under the Clinical Laboratory Improvement
Amendments of 1988 http:/mww.cdc.gov/hivipdfftesting ga._guidlines.pdf. Published 2007. Accessed March 24, 2016.
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Once you have established targets for your program, you will need to collect data on each of your clients in
order to assess whether you are meeting those targets. This includes demographics, HIV risk behavior, HIV
test results, and linkage to HIV medical care. Standard data collection tools (e.g., forms, logbooks) should be
used. See the “HIV Test Form” at http://chfs.ky.gov/forms.

Once client-level data are collected, they should be reviewed for completeness and accuracy, and stored in a
secure location. These data should be compiled on a regular basis (e.g., monthly), and trends should be
tracked over time. Reports should be produced and shared with stakeholders, including HIV testing program
staff, board of directors, health department, and KDPH. Personally identifiable information (PIl) such as client
names and locating information should not be disclosed in these aggregate reports. Your HIV testing
program should establish a process for reviewing these data on a regular basis to determine whether you are
meeting your goals and objectives, and make adjustments in your program strategies accordingly. For
example, if your monthly report illustrates that only 40% of your HIV testing clients are from your focus
population, you may wish to implement new recruitment approaches the following month to increase that
number to 60%. Including all stakeholders in the process of data sharing and review ensures that everyone
has the same understanding of program targets and achievements, and gets everyone involved in identifying
solutions for program improvement. Some agencies may wish to appoint a data monitor to be in charge of
data quality and reporting, but all staff have a role in ensuring successful M&E.

HIV testing agencies funded by KDPH/CDC can find more information about testing data requirements online
here, as an example of requirements associated with a particular funding announcement:
http://www.cdc.gov/hiv/funding/announcements/ps11-1113/index.html. For questions about National HIV
Prevention Monitoring and Evaluation (NHM&E) data requirements, contact the NHM&E Service Center at
NHMEservice@cdc.qgov, or 1-855-374-7310. Documents about data system requirements and procedures for
key entering and uploading NHM&E data for submission to CDC can be found on the EvaluationWeb help
page at http://evaluationweb.com/help/.

Additionally, Chapter 9 of the Program Manager Guide contains information about M&E, including a sample
tool for conducting a yield analysis.2® There is also an accompanying evaluation guide titled Evaluation Guide
for HIV Testing and Linkage Programs in Non-clinical Settings .24 Both documents are available on CDC's
website, and should be referenced for more detailed information.

23|CF Macro, Inc. Planning and implementing HIV testing and linkage programs in non-clinical settings: a guide for program managers.
https://effectiveinterventions.cdc.gov/docs/default-source/public-health-strategies-
docs/HIVTestingimplementationGuide Final.pdf Published 2012. Accessed March 24, 2016.

24 |CF Macro, Inc. Evaluation guide for HIV testing and linkage programs in non-clinical settings.
https://effectiveinterventions.cdc.gov/docs/default-source/public-health-strategies-docs/Final-
HIV_Testing_in_NonClinical Evaluation Manual.pdf. Published 2012. Accessed March 24, 2016.
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Chapter 3

TARGETING AND RECRUITMENT

This chapter provides information on targeting and recruitment for HIV testing. Targeting and recruitment is the
process by which persons from your focus population are located, engaged, and motivated to access HIV
testing services. Regardless of whether HIV testing providers are directly involved in targeting and recruitment,
they should be aware of how their HIV testing services are messaged in the community and how clients reach
them for testing.

Defining Targeting

Targeting is the process for defining how you will direct your HIV testing services to identify persons who are
unaware of their HIV status and who are at greatest risk for HIV infection. Appropriately targeting your HIV
testing services to these highest-risk populations is necessary for maximizing resources, and for identifying
undiagnosed HIV-positive persons in need of HIV medical care, treatment, and prevention services. Targeting
can also help you identify high-risk HIV-negative persons needing important HIV prevention services, such as
PreP, nonoccupational postexposure prophylaxis (nPEP), and other social and behavioral interventions.

In nonclinical settings, it is important to target your services to identify high-risk individuals who do not access
health care services or who may not otherwise have access to HIV testing in clinical settings—these are the
persons who may benefit most from HIV testing services in nonclinical settings, and so these are the persons
you should attempt to recruit into your program. Additionally, in defining your focus population and how to
reach them, your program should consult multiple data sources, including local epidemiologic and surveillance
data, recent programmatic monitoring and evaluation data, and your health department's Comprehensive HIV
Prevention Jurisdictional Plan.?> Members of your focus population, agency staff, and other service providers
can also be important sources of information for identifying high-risk populations, where they congregate in the
community, and the best ways of reaching them. Key informant interviews, which are brief interviews to obtain
feedback from these groups, can be used for this purpose.

Each agency will need to define or segment their focus populations, which should include both their primary
focus population and their secondary focus population (or subpopulation). In order to narrow your overall focus
population to reach persons most at risk for HIV infection, you will need to know what high-risk behaviors and
other factors are related to increased risk in your community, who is engaging in these behaviors or is affected
by these factors, and where to identify these populations. This will help you tailor your messages and services
in a way that resonate with your focus population and plan for how to reach them.

% CDC. Comprehensive high-impact HIV prevention projects for community-based organizations: CDC-RFAPS15-1502.
http:/Aww.cdc.gov/hiv/funding/announcements/ps15-1502/. Published October 2014. Accessed March 24, 2016.
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In many cases, your HIV testing program's focus population will be determined by your funder, state or local
health department, CDC, or agency management. For an example of a proposed focus population worksheet
associated with a CDC funding announcement, see http://www.cdc.gov/hiv/pdf/AttachmentB PS15-

1502 Proposed_Target Pop Wksht Final.pdf. Agencies should involve HIV testing providers in discussions
and decision-making processes about targeting; providers are often connected with the community and can be
an important source of information.

Much more detail on targeting, including sources and types of data that can be useful for targeting, is provided
in the Program Manager Guide.?®

Defining Recruitment

Recruitment begins once you have defined your focus population and identified where and how to reach them
(i.e., targeting). Community assessment or formative evaluation can provide valuable information on
recruitment, given the dynamics of different communities, and the potential for certain strategies to work better
than others with high-risk groups.

Your agency should develop a recruitment plan that outlines when, where, and how recruitment of the focus
population should be done. The plan should include ideas about where you will reach your focus population,
as well as the specific recruitment strategies and messages that will be used for reaching them and engaging
them in HIV testing. You might find that your focus population is accessible at a physical location (e.g., a
particular neighborhood, bar, or weekly meeting) or in a virtual space (e.g., Internet chat group, social media).

Once you have defined the recruitment strategies you will use to engage your focus population and outlined
these in your plan, you should pilot these strategies and make refinements based on your results. Even after
you begin implementing your recruitment strategies, you should routinely monitor your HIV testing services to
determine if you are meeting your targets, and make adjustments to your recruitment strategies as needed.
For example, if you find over the course of 1 month that you have not tested anyone who is HIV-positive, you
might need to revise your recruitment strategies to better reach persons with undiagnosed HIV infection or at
high-risk for acquiring HIV infection.

Recruitment Strategies

Agencies should aim to deliver strategic, culturally competent, community-based recruitment strategies that
engage the focus population and motivate them to access HIV testing services. Organizations should
collaborate with other organizations that have a history of working with and recruiting the focus population.
They should seek input from community stakeholders, such as the Community Advisory Board, to select the
most appropriate program promotion and recruitment strategies. Community stakeholders can also be useful
for crafting recruitment messages, which may focus on increasing public awareness of the agency's services,
destigmatizing HIV and HIV testing, and providing key information about HIV and HIV testing.

26 |CF Macro, Inc. Planning and implementing HIV testing and linkage programs in non-clinical settings: a guide for program managers.
https://effectiveinterventions.cdc.gov/docs/default-source/public-health-strategies-docs/HIVTestingimplementationGuide Final.pdf
Published 2012. Accessed March 24, 2016.
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The 6 primary categories of recruitment strategies are the following:

Street-based and venue-based outreach
Internet outreach

Internal referrals

External referrals

Social networking

Social marketing

o gk whpE

Street-based and venue-based outreach

Street-based and venue-based outreach are done by engaging the focus population in their own
environment, such as a particular street, neighborhood, hot spot, or venue (e.g., a bar, hotel, or
community center). Outreach workers, who may include HIV testing providers, aim to reach the focus
population with key messages about HIV and HIV testing. HIV testing services may also be offered in
conjunction with street- and venue-based outreach, if appropriate, and some agencies will bring a mobile
testing unit, such as a van or tent, to provide HIV testing for the focus population.

Internet outreach

Internet outreach involves reaching the focus population through online venues, such as chat rooms,
social networking sites, hook-up sites, and mobile applications. Agencies can promote HIV testing
services including couples or partner testing through these approaches; provide information about HIV
prevention, care, and treatment; or schedule appointments for clients seeking HIV testing. Internet-
based outreach may be especially useful for reaching young people and MSM who do not identify as
gay or who cannot be found in traditional outreach settings.

Internet referrals

Internet referrals means accessing the focus population through other services offered at the HIV
testing agency, such as syringe services programs, substance abuse programs, mental health services,
evidence-based HIV prevention interventions, sexually transmitted disease (STD) testing and treatment
programs, and HIV medical care (for partners of people already in care). This approach can be
successful, but persons with high-risk behaviors may not access these services independently, so
additional recruitment strategies should also be used.

External referrals

External referrals means that persons from the focus population are referred to HIV testing services by
agencies outside the HIV testing program. External agencies may include syringe services programs,
substance abuse programs, mental health services, evidence-based HIV prevention interventions, STD
testing and treatment programs, HIV medical care, and homeless shelters. These offsite programs
identify high-risk clients who are accessing their services and send them to your agency for HIV testing.
Building strong partnerships with external agencies that tend to serve high-risk clients is important, as is
sharing information with them about how to make appropriate referrals to your program.
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Social networking

Social Networking Strategy (SNS) is a peer-driven approach to recruitment that involves identifying
HIV-positive or high-risk HIV-negative persons from the community to serve as "recruiters" for your
agency. Recruiters deliver key messages and encourage HIV testing among high-risk persons in their
social, sexual, or drug-using networks. They may use coupons or invitations as a way of documenting
that they have delivered these messages to potential clients. The recruiters are trained or "coached" on
the best approaches to reach their peers, including who should be reached through this approach and
what messages can motivate their peers to be tested for HIV. Partner referral is a type of social
networking that involves recruiters referring their sexual partners to an HIV testing program. Recruiters
may refer their sexual partners to be tested alone, or recruiters may accompany their partners and be
tested together, as outlined in Chapter 6 on Couples HIV Testing and Counseling.

Social marketing

Social marking is the use of media (e.qg., flyers and brochures, posters, print advertisements, radio and
television advertisements, or Internet advertisements) to recruit clients into HIV testing programs.
Organizations can develop their own social marketing campaigns but are encouraged to use existing
resources, such as those available from CDC, and tailor them to their jurisdiction's specific
requirements. CDC's Act Against AIDS campaign materials can be accessed at
http://www.cdc.gov/actagainstaids/ and additional materials are available at
http://effectiveinterventions.cdc.gov/.

Implementing Recruitment

In order to achieve the best results, your agency should employ multiple recruitment strategies to reach

the focus population. You may even choose to use all 6 recruitment strategies because they each have

their own benefits and potential for reaching different subgroups of the focus population. When selecting
your recruitment strategy, your agency should consider staff safety, agency capacity, and availability of

resources.

Recruitment of the focus population is essential to the success of your high-impact HIV testing program.
In order to have an effective and innovative program, resources should be dedicated to carrying out your
recruitment plan. You may have the most success if you

e hire and train specific recruitment staff who are separate from HIV testing staff

e build partnerships in the community to ensure multidirectional referrals and expand your reach

e use innovative approaches for reaching the focus population through Internet and social media

o offer incentives to reach previously unreached populations, generate interest in new services, or
obtain buy-in for testing at high-risk venues (e.g., bathhouse or bar) where clients might need
extra motivation to access HIV testing
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Incentives

Incentives can be resource intensive for your agency, but can also be very useful for engaging persons
who are not otherwise testing, or for increasing demand for a new service, such as couples HIV testing
and counseling. There are 3 primary ways in which incentives might be used:

1. Clientincentives: Incentives are delivered directly to clients when they access HIV testing.
Agencies might offer gift cards, food items, clothing, other goods, or sometimes even cash to
motivate clients to seek HIV testing.

2. Recruiter incentives: Agencies using SNS approaches may deliver incentives to recruiters when
the clients they recruit show up for HIV testing. Recruiters should be encouraged to refer clients
from the focus population, and may wish to specifically focus on referring first-time testers,
couples or partners, and high-risk persons in the social networks of HIV-positive clients.

3. Agency incentives: This type of maotivation is also referred to as performance-based payment.
Funders, such as health departments, reimburse their contractors for achieving certain targets—
such as first-time testers, previously undiagnosed persons, or couples—or for confirming linkage
to care after receiving an HIV-positive test result.

Challenges to using incentives include the potential to attract repeat testers who are more interested in
the incentive than the HIV test, interagency competition, and sustainability. In developing an incentive
plan, agencies should identify an appropriate incentive rate for reaching the focus population. It may be
useful to consult with community advisory boards or clients to elicit feedback on appropriate incentives
for HIV testing.

Agencies should regularly revisit and refine their recruitment strategies. If, through M&E, you discover
that your testing program is not reaching the focus population or you are not on track to meet your
targets, you will need to try different recruitment strategies.

More information on targeting and recruitment can be found in Chapter 3 of the Program Manager
Guide.

25|Page Implementing Rapid-Rapid HIV Testing in Nonclinical Settings



Chapter 4

HIV TESTS AND TESTING STRATEGIES

Testing Basics

Your agency should have already selected the types of test kits (SURE CHECK and OraQuick) that you
will use to perform “rapid-rapid” HIV testing, and if you will be performing HIV testing, you should receive
training on how to conduct these tests. This chapter includes important information you should know
about the different types of HIV test kits that are available, so that you are able to answer questions that
your clients might have.

As mentioned in Chapter 2, agencies are encouraged to use the best possible testing technologies and
specimens that allow them to detect HIV infection as early as possible after exposure. Immediately after
infection, during what is referred to as the eclipse period, no HIV test can detect infection. Following this
period is the acute infection period, the interval between when HIV ribonucleic acid (RNA) can first be
detected using a nucleic acid test and when antibodies can first be detected. Most antibody tests cannot
detect acute HIV infection, and persons with acute HIV infection can be highly infectious.?’

Every test has a window period during which the test cannot detect HIV infection. That period depends
on the type of test being used, as well as the individual being tested. The window period includes the
eclipse period (when no test can detect infection) up through the time when the particular test becomes
reactive.

There are 3 types of HIV diagnostic tests: nucleic acid tests (NATS), antigen/antibody tests, and antibody
tests.28 NATs detect HIV RNA directly and have the shortest window period, followed by
antigen/antibody tests, and then antibody tests.

Nucleic acid tests

Before antibody tests are able to detect the body's response to HIV infection, NATs can detect the
presence of the virus in blood. NATs can detect very early infection, as early as 10 days after infection.
NATSs are used for HIV testing in many laboratory settings.

Additional information is available at CDC's website for U.S. HIV tests (http://www.cdc.gov/hiv/testing/).

Combination antigen/antibody tests

Combination antigen/antibody tests detect both the antibody to HIV and the antigen "p24"—a protein
that is part of the virus itself. Because the p24 antigen can be detected before antibodies appear,
combination tests can identify very early infections. These tests—used with blood specimens collected
from the vein—are recommended by CDC as the first test in the laboratory testing algorithm. 2°

27 patel P, Borkowf CB, Brooks JT, et al. Estimating per-act HIV transmission risk: a systematic review. AIDS 2014;28(10):1509-19.

28 CDC. Fact Sheet: HIV testing in the United States. http:/mww.cdc.gov/nchhstp/ux-test-2015/newsroom/docs/factsheets/hiv-testing-us-508.pdf
Published November 2014. Accessed March 24, 2016.

2 CDC and Association of Public Health Laboratories. Laboratory testing for the diagnosis of HIV infection: updated recommendations.
http://stacks.cdc.goviview/cdc/23447 Published June 27, 2014. Accessed March 24, 2016.
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Combination antigen/antibody rapid tests can be used for point-of-care testing, but detect infection several
days later than the laboratory-based combination tests.2° The evidence is inconclusive about the ability of
combination antigen/antibody rapid tests to accurately detect the p24 antigen on whole blood specimens, and
CDC has not provided recommendations about the use of these tests.3!

Antibody tests

HIV antibody tests detect the presence of antibodies against HIV, which typically develop within 2 to 8
weeks after exposure to the virus. An antibody test can be conducted on a sample of blood or oral fluid.
Many antibody tests are rapid tests, which means results can be returned on the same day, or within the
same hour, or even within minutes. Rapid HIV antibody tests can be attractive for use in outreach
settings because these settings may not be equipped to conduct venipuncture, and clients can get the
results from their screening test quickly.

Oral fluid antibody tests have been shown to detect infection a month or more later than blood-based
tests because there is a lower concentration of HIV antibodies in oral fluid than in blood.323334 Oral fluid
is not ideal for identifying early HIV infection, but may also be appealing in outreach settings because
collecting oral fluid does not involve a fingerstick or venipuncture to perform the test. No
antigen/antibody or nucleic acid tests are available for use with oral fluid.

Blood-based rapid HIV antibody tests are widely available in most nonclinical HIV testing sites, and
blood (whole blood, serum, or plasma) is the preferred specimen for HIV testing because tests
conducted with blood are more likely to detect early infection than those conducted with oral fluid. If your
organization must use oral fluid for testing, then you should inform HIV testing clients and patients of the
limitations of this type of specimen for testing.

%0 Masciotra 5, Luo W, Youngpairoj AS, et al. Performance of the Alere Determine HIV-1/2 Ag/Ab Combo Rapid Test with specimens from
HIV-1 seroconverters from the US and HIV-2 infected individuals from Ivory Coast. J Clin Virol 2013;58(Suppl 1):e54—e58.

% Stekler JD, O'Neal JD, Lane A, et al. Relative accuracy of serum, whole blood, and oral fluid HIV tests among Seattle men who have sex
with men. J Clin Virol 2013;58(Suppl 1):e119—e122.

%2 Luo W, Masciotra 5, Delaney KP, et al. Comparison of HIV oral fluid and plasma antibody results during early infection in a longitudinal
Nigerian cohort. J Clin Virol 2013;58(Suppl 1):e113—e118.

33 Mortimer PP, Parry JV. Detection of antibody to HIV in saliva: a brief review. Clin Diagn Virol 1994;2(45):231-243.

3 Curlin M, Martin M, Gvetadze R, et al. Analysis of false negative HIV tests based on oral fluid in 3 clinical trials. Presented at: 22nd Conference
on Retroviruses and Opportunistic Infections; February 23-26, 2015; Seattle, WA. Abstract  635.
http:/Awww.croiconference.org/sessions/analysis-false-negative-hiv-tests-based-oral-fluid-3-clinical-trials, Accessed March 24, 2016.
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TESTING APPROACHES

Laboratory-based testing for Clinical Settings

If a blood specimen is drawn in a clinical setting for the laboratory, all testing can be conducted using the
initially drawn specimen. For blood specimens sent to a laboratory, CDC and the Association of Public
Health Laboratories recommend the use of an antigen/antibody combination assay for the first test,
and—if reactive—additional testing with a HIV1/2 differentiation assay and NAT when needed.35

Some nonclinical HIV testing sites work closely with laboratories to process the site's HIV tests and send
back the test results. In this type of arrangement, your agency will collect and prepare blood or oral fluid
samples from your clients and ship them to the laboratory where the HIV tests will be performed. If your
testing site is conducting laboratory-based HIV testing on blood samples, you will need to follow the
appropriate sample collection and preparation procedures as defined by the laboratory doing the testing.
The procedure for sample collection and preparation will vary depending on the test kits and testing
algorithm used by the laboratory and according to the test manufacturer's established requirements. It is
very important that you follow these procedures precisely to ensure an accurate test result. Each
laboratory has procedures that dictate the type and minimum size of sample collection tubes to be used,
shipping requirements, temperature requirements, preparation of the samples, timeframes associated
with processing the test, and reporting results.

Some laboratories and health departments may provide training on sample collection and preparation,
safe packaging, and transportation.3¢ Consult with your agency and the laboratory that will be performing
HIV testing to see whether this training is available.

More information on laboratory-based HIV tests is available at
http://www.cdc.gov/hiv/testing/laboratorytests.html.

Point-of-care testing (Rapid testing)

Most rapid HIV testing performed in nonclinical settings is considered "point-of-care" or "point-of-contact"
because the test is processed onsite where the client is receiving services. Results of rapid tests are
often provided in less than 1 hour or even within minutes. The testing may be called "rapid HIV testing"
or "CLIA-waived rapid HIV testing."

CLIA establishes criteria for rapid HIV tests based on 3 different levels of complexity: waived, moderate
complexity, and high complexity. CLIA-waived rapid HIV antibody tests are the most common type of
tests used in nonclinical HIV testing settings, although some nonclinical settings are also starting to
incorporate CLIA-waived combination antigen/antibody rapid tests. CLIA-waived rapid HIV tests can be
used in many different settings and are typically used in nonclinical settings because of their ease of use
and fast test results. A list of CLIA-waived rapid HIV tests is available at
http://www.cdc.gov/hiv/testing/nonclinical/.

% CDC and Association of Public Health Laboratories. Laboratory testing for the diagnosis of HIV infection: updated recommendations.
http://stacks.cdc.gov/view/cdc/23447. Published June 27, 2014. Accessed March 24, 2016.

% DaklaPack Medical. UN3373 Medical Packaging: Regulations._http:/Aww.un3373.com/info/regulations/. Accessed March 24,
2016.
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Instructions for specimen collection, preparation, and performance of rapid HIV tests are provided by the
manufacturer in the test kits. Additionally, many public health laboratories have job aids that can be adapted
and used by HIV testing providers. You should always follow the manufacturer's instructions and have them
available in the testing area for easy reference. If there are any questions about the test kits or how to perform
the test, you should call the manufacturer's customer service number, which is provided on the product insert.

All HIV testing providers should be trained in how to perform rapid HIV tests, including the specimen collection
approach that is used at their testing site (i.e., venipuncture, fingerstick, or oral fluid). Many health departments
offer this training, and CDC also has a Rapid HIV Testing Online Course that provides some information on
how to conduct various types of rapid HIV tests. Instructions for accessing CDC's online course are available
at http:/effectiveinterventions.cdc.gov/en/HighimpactPrevention/PublicHealthStrategies/CTR.aspx.

Home tests

Home HIV testing is an emerging area of interest among consumers and HIV testing providers because
it can be an effective method for reaching people who are not otherwise getting tested. This approach
may also be helpful in reaching couples and persons in sexual relationships.3” Some nonclinical HIV
testing sites are finding opportunities to engage with home testing clients by being available for follow-up
counseling or by actually distributing the tests and serving as a resource for clients who have completed
testing and interpreted their results. Strategies for engaging persons who test positive with a self-test
should be explored so they can be linked to medical care quickly.

As of November 2015, there are currently 2 home HIV tests available on the market: the Home Access
HIV-1 Test System (where a self-collected sample is mailed to a lab for testing) and the OraQuick In-
home HIV test. These tests can be found for purchase online and in stores. Consumers should ensure
that any HIV test advertised for home use is FDA approved before purchasing.

More information on home testing is available at http://www.cdc.gov/hiv/testing/hometests.html.

TESTING ALGORITHMS

Most HIV testing conducted in nonclinical settings will include an initial HIV test and, if the initial HIV test
is reactive, a follow-up HIV test. If follow-up testing is required, both the initial and follow-up tests are
considered part of the same testing event for reporting purposes for CDC-funded programs.

An initial HIV test will either be an antibody test or combination antigen/antibody test. It may involve
sending blood or oral fluid to a laboratory or obtaining blood or oral fluid for a rapid test.

Follow-up testing (sometimes referred to as "supplemental testing" or "confirmatory testing") is
performed if the initial test result is positive. HIV tests are generally very accurate, but follow-up testing
is important to be sure of the diagnosis of HIV infection.

37 Mitchell Jw, Sullivan PS. HIV-negative partnered men's attitudes toward using an in-home rapid HIV test and associated factors among a
sample of US HIV-negative and HIV-discordant male couples. Sex Transm Dis 2015;42(3):123-128.
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Laboratory testing algorithm
In 2014, CDC published new recommendations for the HIV testing algorithm in laboratory settings
(http://www.cdc.gov/hiv/pdf/HIVtestingAlgorithmRecommendation-Final.pdf). The updated
recommendations outline a new testing algorithm that begins with a combination antigen/antibody test
that detects both HIV-1 and HIV-2 antibodies. This algorithm has many advantages over previous ones:
o follow-up testing does not rely on the Western blot, which does not detect early infections
e accurate diagnosis of HIV-2
e potential for earlier diagnosis of HIV-1

Note: The recommended HIV testing algorithm cannot be used with oral fluid specimens.

Some laboratories still allow submission of oral fluid specimens, but these specimens are not part of
CDC's recommended algorithm. Testing oral fluid in the lab requires a different testing algorithm that
includes the Western blot, which does not detect infection as early as the more sensitive blood tests
recommended in the new algorithm.

Point-of-care (rapid) testing algorithm

Unlike laboratory testing, CDC has no published guidelines for point-of-care testing algorithms.
However, there are several sources of information that highlight possibilities for point-of-care
algorithms.38:39.40

Point-of-care rapid HIV testing may follow 1 of 3 testing algorithms. This guideline is primarily concerned
with the 3 algorithm (rapid-rapid testing). The benefits and drawbacks of each algorithm are addressed
in the Program Manager Guide and separately in a 2009 report from the Association of Public Health
Laboratories and CDC.#! The 3 algorithms that are common to nonclinical HIV testing settings are:

1. Single rapid test with immediate linkage to clinical provider if initial test is reactive; if initial test is
nonreactive, client is presumed to be HIV-negative.
2. Single rapid test followed by laboratory-based follow-up testing if initial test is reactive; if initial
test is nonreactive, client is presumed to be HIV-negative.
3. Single rapid test immediately followed by a second rapid test on-site if initial test is
reactive.
a. Ifinitial test is nonreactive, client is HIV-negative.
b. If both tests are reactive, provide immediate linkage to HIV care.
c. If second testis nonreactive but first test is reactive, refer to laboratory or clinical
provider for follow-up testing.

38 Bennett B, Branson B, Delaney K, et al. HIV testing algorithms- a status report.
http:/Mmww.aphl.org/aphlprograms/infectious/hiv/iPages/HIV-Diagnostic-Testing-Algorithm.aspx. Published April 2009. Accessed
March 24, 2016.

3 CLSI. Criteria for Laboratory Testing and Diagnosis of Human Immunodeficiency Virus Infection; Approved Guideline. CLSI
document M53-A. Wayne, PA: Clinical and Laboratory Standards Institute; 2011.

4e CDC and Association of Public Health Laboratories. Laboratory testing for the diagnosis of HIV infection: updated recommendations.
http://stacks.cdc.gov/view/cdc/23447. Published June 27, 2014. Accessed March 24, 2016.

41 Bennett B, Branson B, Delaney K, et al. HIV testing algorithms: a status report.
http:/AMwww.aphl.org/aphiprograms/infectious/hiv/iPages/HIV-Diagnostic-Testing-Algorithm.aspx. Published April 2009. Accessed
March 24, 2016.
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Agencies should use the algorithm mandated by their local health department. If there are options, agencies
should choose an algorithm that allows them to detect HIV as early as possible after exposure. Agencies
should also consider other factors, such as feasibility of implementation, likelihood of being able to follow-up
with the client, and cost.

Specimen Collection and Preparation

Regardless of the HIV testing method you are using, you should perform specimen collection and preparation
correctly and consistently to ensure the accuracy of your clients' test results. All HIV testing providers should
be trained in the specimen collection procedure that is used at their agency—whether venipuncture,
fingerstick, or oral fluid. Practical hands-on training should be available through your local health department.
CDC's Rapid HIV Testing Online Course also provides some of this information, and can be accessed at
http://effectiveinterventions.cdc.gov/en/HighimpactPrevention/PublicHealthStrategies/CTR.aspx.

Every test kit also has a product insert, which should be readily available to all persons conducting the HIV
test. This insert should be consulted to ensure accurate procedures. However, although job aids such as the
test kit insert are helpful, they should not be relied on as the sole source of information for conducting tests. All
agencies should have HIV testing policies and procedures that describe instructions for accurate specimen
collection and preparation, as well as safety precautions and a biohazard disposal protocol to protect clients
and testing personnel. For more information, see "Universal precautions for employee and consumer safety” in
Chapter 2.

Interpreting Results

In order to deliver an accurate message about the meaning of HIV test results, you should be familiar with the
testing algorithm used by your agency. Remember to use simple and clear language to explain test results to
clients. We provide examples of this language for each type of result below.

CLIA-waived rapid HIV testing

Reactive Initial Results: If the initial rapid HIV test (SURE CHECK) is reactive, this indicates that HIV
antibodies have been detected. The result is interpreted as a preliminary positive test result and follow-up
testing is required to corroborate the diagnosis. In most cases, clients who are reactive on their initial rapid HIV
test are true positives; that is, they are likely to be reactive on a follow-up test (OraQuick) as well and should be
prepared to receive a second positive result. For this reason, it is beneficial to immediately link clients who
have two preliminary positive test results to HIV medical care and to PS. It is also important to counsel clients
and to assist them with risk-reduction strategies while they wait for their follow-up health care visits.

Follow-up testing with OraQuick should be provided immediately after the client has had a reactive SURE
CHECK test. Conduct a second rapid HIV test onsite, deliver the corroborative result, and link the client with
HIV medical care or other services, as appropriate.

You might say to clients: "The test result was reactive, which means it
is very likely that you have HIV. We need to do a second test to make
sure of the results."
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Once you have the results of the follow-up test (whether received from a laboratory or from your second rapid
HIV test conducted onsite), you should deliver these as confirmed results. In most cases the results of the
follow-up test will match the results of the initial test; that is, they will also be reactive and you will confirm the

client's HIV-positive status.

You might say to clients: "The results of your follow-up test were also
reactive, which means you have HIV. I'd like to link you with a medical
provider who will do some additional testing and get you enrolled in

medical care."

In rare cases, an initial rapid HIV test will be reactive and a follow-up test will be nonreactive. If this happens
when follow-up testing is done at a clinical provider or laboratory, it will either be resolved before your agency
receives the follow-up test results, or your agency should receive guidance about how to deliver these results
and the next steps. However, if this happens when you are conducting a second rapid HIV test onsite, you
may need to incorporate language about what this means and what the next steps are.

You might say to clients: "The first test was reactive, and we ran a
second test, which was nonreactive. Since those 2 tests gave us
different results, we can't be sure about your HIV status. We are
sending the blood we drew to an offsite lab for confirmation. We'll
make an appointment for you to come back and get those results in 1

week.” 4

Nonreactive Results: If the result of a rapid test is nonreactive, the test result is interpreted as HIV-negative.
Depending on the window period associated with the test that you are using, clients that report recent known
or possible exposure to HIV can be advised that, because of their recent exposure, it is possible the test did
not detect HIV antibodies at this time. You should recommend retesting at an appropriate interval based on the
client's risk and the type of test used. Chapter 5 elaborates on retesting recommendations.

You might say to clients: "The test result does not show signs of HIV
infection. However, since you mentioned that you've recently had sex
without a condom with someone whose HIV status you don't know, I'd like
to recommend that you get retested in weeks. "

42 Adapted from Oraquick-Blood StatPak Counseling Messages developed by City and County of San Francisco Department of Public
Health, Community Health Equity and Promotion Branch, Population Health Division. http:/mww.sfhiv.org/wp-content/uploads/2tests-
Oraquickblood-StatPakcounselingmessages02-2010.pdf. Updated February 2010. Accessed March 24, 2016.
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Invalid Results: If a rapid test produces an invalid result, it cannot be interpreted. Invalid results are often the
result of user error, which means you may have conducted the test incorrectly. You should repeat the HIV test
on a new sample obtained from the client, and may wish to call in a supervisor or other experienced HIV
testing provider to assist with the test. For additional information on invalid rapid test results, refer to the
package insert provided with the test kit by the manufacturer.

Cautions regarding the window period and acute infection

In an attempt to address the window period, many agencies recommend that HIV-negative clients return for
retesting 3 months after a potential exposure to HIV in order to feel more confident with their results. However,
if this message is given to all clients regardless of their specific risk, this message can be diluted and clients
may not fully understand the importance of identifying acute HIV infection. Furthermore, many clients may
interpret this message as "3 months from their last HIV negative test," prolonging the time until they are
retested and potentially missing opportunities for identifying acute infection.

If someone has acute HIV infection, they can be highly infectious and may be likely to transmit the virus to
others. Clients should understand the importance of identifying HIV infection as early as possible. If a client is
concerned about a recent exposure or they report symptoms of acute HIV infection such as persistent fever,
swollen throat or lymph nodes, or other severe flu-like symptoms, they should be referred immediately to their
doctor or other local clinic for acute infection testing. You should emphasize the need for using protection until
acute infection can be ruled out. If testing immediately for acute infection is not an option, then the client should
be tested at your site and then retested 3 months after their potential exposure.

False-negative test results

False-negative test results occur when someone who is infected with HIV receives an HIV-negative test result.
This scenario has been documented in persons on ART#3 and in some persons receiving PrEP.** However,
additional data are needed to determine the extent to which test performance is affected by these factors. HIV
testing providers may wish to ask clients if they are currently using ART, nPEP/PEP, or PrEP, in order to
determine if additional testing is necessary to rule out a false negative result. False-negative results may occur
for other reasons as well, such as test design, improper test procedures, or mislabeling of the specimen.

43 O'Connell RJ, Merritt TM, Malia JA, et al. Performance of the OraQuick rapid antibody test for diagnosis of human
immunodeficiency virus type 1 infection in patients with various levels of exposure to highly active antiretroviral therapy. J Clin
Microbiol 2003;41(5):2153-2155.

4 Curlin M, Martin M, Gvetadze R, et al. Analysis of false negative HIV tests based on oral fluid in 3 clinical trials. Presented at: 22nd
Conference on Retroviruses and Opportunistic  Infections; February 23-26, 2015; Seattle, WA. Abstract 635.
http:/Awww.croiconference.org/sessions/analysis-false-negative-hiv-tests-based-oral-fluid-3-clinical-trials Accessed March 24, 2016.
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False-positive test results

False-positive test results occur when someone who is not infected with HIV receives an HIV-positive test
result. This scenario is not frequent, but can occur in clients who are participating in HIV vaccine trials. HIV
vaccine-induced antibodies can cause a rapid HIV antibody test to give a positive result, even though the
person does not have HIV. All clients who receive an HIV-positive test result and who are also HIV vaccine trial
participants should contact the vaccine trial site for evaluation or to receive a referral to HIV medical care for
further evaluation and/or testing.*®

False-positive test results also occur in people who have not received the HIV vaccine in the study trial. The
number of clients who received false positive test results will vary based on the type of tests you use and the
HIV prevalence in your setting.

False-positive results may also occur for other reasons such as those mentioned under false-negative results.

Delivering test results

Your agency should have clearly defined protocols for delivery of HIV test results. These protocols can be
described in your agency's HIV testing policies and procedures. The KDPH'’s “Core Clinical Services Guide”
requires results to be delivered in person. It is most important that clients do receive their results, as well as
referrals to and linkage with appropriate follow-up services.

Face-to-face delivery

Delivering results face-to-face allows you to have some engagement with the client, to assess their reaction to
their test results, and to link them with HIV medical care or prevention services, if indicated, or to other
appropriate follow-up services. For most nonclinical sites conducting rapid HIV testing, results can be delivered
face-to-face during the same visit at which the client was tested. Per KDPH, it is required that HIV results be
delivered face-to-face.

Telephone or Internet delivery

KDPH’s “Core Clinical Services Guide” prohibits giving results over the phone and requires that results are
given face-to-face. See http://chfs.ky.gov/dph/CCSG2015.htm.

“ Cooper CJ, Metch B, Dragavon J, et al. Vaccine-induced HIV seropositivity/reactivity in noninfected HIV vaccine recipients. JAW
2010;304(3):275-283.
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Written results

Clients sometimes request written copies of their test results. If you are delivering written HIV-negative test
results, the results should be accompanied by a clear statement about the meaning of the test results, relative
to the window period of the test used. It may also be useful to indicate when the client should return for
retesting. If your agency is providing written test results they should be provided on your agency letterhead or
a similar form and should clearly state the following:

e The name of your agency and the date the test was conducted
e The test result (positive or negative)
e Explanation of the result relative to the window period and/or date for retesting

Written results should not be provided when conducting anonymous HIV testing. It is important to address
provision of written test results in your agency's policies and procedures.

Quality Assurance of HIV Testing

To ensure the accuracy of HIV test results, it is important that tests be performed correctly and consistently in
accordance with written procedures and the manufacturer's protocols. Agencies should have HIV testing
procedures that describe the following:

e Safety precautions to protect clients and testing personnel.

e Quality control (QC) procedures, including frequency of running external quality controls,
documentation of QC results, and protocols for follow-up testing for clients with initial HIV-positive
results.

e Materials and equipment required to support specimen collection, test performance, and
documentation of test results.

e  Specific steps required to perform the test correctly, as outlined in the product insert. There can be no
deviations from what is in the product insert, or results may be invalid.

e |ssues that may affect the accuracy of test results. These are listed in the product insert.

e Plans for addressing QC results that are not within acceptable limits. If there are issues that cannot be
addressed, call the manufacturer's customer service line.
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Chapter 5

CONDUCTING HIV TESTS WITH INDIVIDUALS

All HIV testing sessions in nonclinical settings will generally follow the same overall structure, regardless
of where they are being conducted or who is being tested. That is, you will conduct certain steps before
delivering the results (called "preresults steps"), and certain steps after delivering results (called
"postresults steps"). This chapter will review these steps, outline essential tasks for each step, and
present additional considerations for your HIV testing session with individual clients.

Reduced Counseling Approach

For individual HIV testing, CDC no longer supports extensive pretest and posttest counseling. Instead, HIV
testing providers should conduct brief, information-based sessions tailored to their clients, as outlined below.
CDC has found this strategy to be more effective in a rapid HIV testing environment.*¢ The most widely
recommended intervention pairing HIV prevention counseling and HIV testing, Project RESPECT, was
originally conceived as involving traditional HIV tests that required clients to return for their test results several
days after testing. Because of the changed HIV testing environment, CDC no longer supports the RESPECT
intervention or the HIV prevention counseling protocol that is based on the RESPECT model.*

For couples that are tested together for HIV, the "Testing Together" protocol does include brief counseling in
order to establish rapport with the couple as a unit and enhance their ability to communicate about their joint
HIV risk concerns. However, this approach can also be done rapidly and follows the same "preresults steps"
and "postresults steps” formats, which are described in the next chapter (Chapter 6, Conducting HIV Tests
with Couples).

Steps for Conducting Rapid-Rapid HIV Tests with Individuals
The scenario below is for sites using two brands of 15— 20 minute rapid tests (SURE CHECK, followed up with
OraQuick).

% Metsch LR, Feaster DJ, Gooden L, et al. Effect of risk-reduction counseling with rapid HIV testing on risk of acquiring sexually
transmitted infections: the AWARE randomized clinical trial. JAW 2013;310(16):1701-10.

47 hitps://effectiveinterventions.cdc.gov/en/HighimpactPrevention/Interventions/RESPECT .aspx Accessed March 24, 2016
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SCENARIO FOR CONDUCTING AN INDIVIDUAL RAPID-RAPID HIV TEST

Rapid HIV testing (SURE CHECK)
(15 minute read time)

Preresults steps

Step 1: Introduce and orient client to session

Step 2: Prepare for and conduct initial rapid HIV test (SURE CHECK, 15 minute read time)

Step 3: Conduct brief risk screening

Postresults steps

Step 4. Provide results of initial rapid HIV test (SURE CHECK) and if positive follow the protocol for
conducting follow-up testing with OraQuick (20 minute read time)

Step 5: Develop care, treatment, and prevention plan based on results

Step 6: Refer and link with medical care, social and behavioral services

In this rapid-rapid testing scenario, the HIV test is conducted as step 2 and then while the test is developing you will
conduct brief risk screening.

Second rapid HIV test provided onsite

If your agency conducts a second rapid HIV test onsite (OraQuick), you can perform this test immediately
following delivery of the initial (SURE CHECK) reactive HIV test result in step 4.

Although you will wait until you have the results of the second test to inform your discussions in steps 5 and
6, since most initial reactive HIV tests will prove to be true positives, you might wish to start engaging the
client in some discussion about HIV care, treatment, and prevention while you wait for the results of the
follow-up test.

If the second test (OraQuick) is negative, but the first test (SURE CHECK) was positive, refer the client to a
health department for laboratory follow-up testing (the health department will draw blood and send it to the
state lab).

We will review steps 1 through 6 for the rapid HIV testing scenario below. A job aid outlining these steps and
the specific tasks to be conducted at each step is included as part of this implementation guidance package in
the Appendixes, along with scripts with suggested language for each of these steps.
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Preresults Steps

There are 3 preresults steps for individual HIV testing:
Step 1: Introduce and orient the client to the session
Step 2: Prepare for and conduct the rapid HIV test (SURE CHECK)
Step 3: Conduct brief risk screening

Step 1: Introduce and orient the client to the session

The first thing you will do when conducting an individual HIV testing session is introduce yourself and
orient the client to the session. The key tasks for step 1 are:

O Introduce yourself and describe your role
O Provide a brief session overview, including:
e How long the session will take
®  Process for conducting the test
e  How results are returned (i.e., at this visit)
L Obtain concurrence to proceed with the session
This step is important for building rapport and establishing client expectations for what will happen
during the HIV testing session. Generally this step will take about 1-2 minutes.

Step 2: Prepare for and conduct rapid HIV test

In step 2, you will provide the client with basic information about the HIV test. Use simple, clear language that
the client can understand. Provide information in a language and at a reading level appropriate to the client.
Information can be presented verbally, written, or through videos, computers, or other electronic
technology. It should take approximately 1-2 minutes to provide the client with this basic information and
answer any questions he or she might have about the rapid testing process. Then you will collect the
sample and conduct the rapid HIV test. The key tasks for step 2 are:

L Explain the process of conducting the HIV test, including:
e Type of test used (rapid antibody test using a fingerstick)
e Sample collected (fingerstick blood)
e Time until test results are ready (15 minutes for SURE CHECK)
L Explain the meaning of HIV-negative and HIV-positive test results, including:
e Need for retesting if HIV-negative
e Need for and process of conducting follow-up testing onsite if HIV-positive
e Possibility of invalid result

L Obtain consent to test (oral or written)

(N

Distribute test kit information booklet (required for CLIA-waived tests)

O Collect specimen and conduct rapid HIV test.
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You may conduct the test in the same room where the entire session is taking place, or you may take
the client to an onsite laboratory where all testing is performed. If you conduct the test in the same
room where the session occurs, it may be useful to set the test kits to the side while they are
developing, or set up a screen to block the client's view so that the client does not get distracted or
anxious watching the test develop. If the test is conducted in an onsite laboratory—or, in the case of
mobile or outreach testing, in a central location where one person is responsible for doing multiple
tests—you must ensure client confidentiality and accuracy of test results. Tests should always be
performed according to the directions outlined in the test kit insert, and test kits should be clearly
labeled to ensure that the correct results are given to the correct client.

Step 3: Conduct brief risk screening

While you are waiting for the test results, take a few moments to conduct brief risk screening to better
understand the client's HIV risk. You may use your agency's data collection tools to guide the risk
screening, or you may engage the client in a brief discussion of their immediate risk concerns. You
may start by asking the client how they decided to be tested, and then listening and probing for
additional information about immediate, recent, or ongoing risk. If the client needs to be referred
immediately for other services such as nPEP, acute infection testing, or medical care, make linkages
with those services at this point. Use the information clients tell you to prepare them for their possible
results, and tailor recommendations after you deliver their results.

The timing of step 3 will vary greatly depending on the HIV risk concerns of the client. This step should be
conducted in 5-10 minutes. The key tasks for step 3 are:

L Ask how the client decided to be tested; listen and probe for previous testing history and indicators of
increased risk including:
e Potential exposure in last 24-72 hours (to indicate need for nPEP)4849
e Potential exposure in last 3 months (to indicate need for acute infection testing)
e Symptoms (to indicate need for acute infection testing and accessing medical care)

e  Ongoing risk behavior or key population (MSM, PWID, partner with unknown or known HIV-
positive status, transgender woman)

L Address indicators of increased risk and make immediate referrals to other services (i.e. NnPEP,
acute infection testing, or medical care) as indicated

L Assess the client's knowledge of HIV transmission, provide accurate information as needed

L Prepare for possible test results

48 CDC. Antiretroviral postexposure prophylaxis after sexual, injection-drug use, or other nonoccupational exposure to HIV in the United
States. MMWR 2005;54(RR-2):1-20. http:/mww.cdc.gov/immwr/preview/mmwrhtml/rr5402al.htm. Accessed March 24, 2016.

4 NHS. Post-exposure prophylaxis. https:/Awwv.aids.gov/hiv-aids-basics/prevention/reduce-your-risk/post-exposure-prophylaxis/.
Updated March 2015. Accessed March 24, 2016.
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As you conduct the brief risk screening, your client may have questions about acute infection, the
window period, and retesting for HIV, which can also be addressed while you are waiting for the test
results.

Testing frequency

CDC recommends that all adolescents and adults get tested at least once for HIV as a routine part
of medical care, and that MSM and others at high risk for HIV infection be tested at least annually.5°
In addition, MSM and other high risk individuals might benefit from more frequent screening, such as
every 3 to 6 months.5!

Postresults Steps
The 3 postresults steps for individual HIV testing are:

Step 4: Deliver results
Step 5: Develop a care, treatment, and prevention plan based on results
Step 6: Refer and link with medical care, social and behavioral services

If you are conducting laboratory testing, remember that you will include 1 additional step before delivering
results. When the client returns to your site for his or her result (ideally no more than 1 week after the initial
visit), you should first take a moment to check in with the client to address any HIV risk concerns or issues
since the last visit. Then proceed with delivering results.

Step 4: Delivering Results

Step 4 is the delivery of results.

If you are conducting a CLIA-waived rapid HIV test, after following the manufacturer's instructions and
allowing for the appropriate time for the test to process, you will read the test device and interpret the
result. If the test was conducted by another staff at your agency or outside the room where the client
is waiting, obtain the result and return to the client. If the client was in the waiting room, call him or her
back to the HIV testing room to receive their result. If the test result is preliminary and must be
confirmed with a follow-up test, you will indicate this to the client and follow your agency's procedures
(as outlined above) for follow-up testing.

The 2 key steps for delivering results are:

a Confirm the client's readiness to receive their result
| Provide a clear explanation of the client's result

Most clients will confirm that they are ready to receive their result because they came to you specifically for this
purpose. Their confirmation is also an indication that you have done a successful job preparing them to receive
their result during the preresults steps.

®CDC. Fact Sheet: HIV testing in the United States. http./www.cdc.gov/nchhstp/newsroom/docs/factsheets/hiv-testing-us-508.pdf. Published
November 2014. Accessed March 24, 2016.

1 CDC. HIV testing among men who have sex with men-21 cities, United States, 2008. MMWR 2011;60(21):694699.
http:/mmww.cdc.gov/mmwr/preview/mmwrhtml/mm6021a3.htm. Accessed March 24, 2016.

40|Page Implementing Rapid-Rapid HIV Testing in Nonclinical Settings



On very rare occasions, clients may change their mind about receiving their result. If clients state that they are
not ready to hear their result, engage them in a discussion about reasons they do not feel ready. Provide
motivation and support for clients by reminding them of the importance of knowing their status and making
decisions for their health based on their status. Once the client has a chance to talk about his or her concerns,
they may be ready to hear their result. If the client still refuses, respect his or her decision, discuss options for
getting the result at a later date, and make arrangements to follow-up with the client.

Step 5: Develop a care, treatment, and prevention plan based on results

Step 5 is to develop a care, treatment, and prevention plan with the client based on their HIV test results
and risk issues identified during the brief risk screening. After receiving their test result, whether HIV-
negative or HIV-positive, clients may have a hard time absorbing lots of information so it may be most
effective to identify key referral services, make linkages with those services, and schedule follow-up visits
if the client has additional concerns. Alternatively, another provider, such as a linkage coordinator or
patient navigator, can also address the client's concerns during follow-up visits.

The overall flow of step 5 should be similar for clients who receive an HIV-negative or HIV-positive test
result, but the specific tasks will be different based on their result. The tasks will also vary slightly
depending on your agency's process for conducting follow-up testing for clients with an initial reactive
rapid HIV test.

HIV-NEGATIVE CLIENTS

For clients testing HIV-negative, the specific tasks for step 5 are:

L Explore client's reaction to result

L Discuss need for retesting based on window period of test used and client's risk

L Emphasize key risk reduction strategies that will help the client remain HIV-negative:
e Choose less risky sexual behaviors

e Gettested for HIV together with partner(s)

e Use condoms consistently and correctly

e Reduce number of sex partners

e Talk to doctor about PrEP (as indicated, according to PrEP screening indicators)

e Talk to doctor about nPEP (as indicated, within 3 days following a specific exposure to HIV)
e Gettested and treated for other STDs and encourage partners to do the same

e |If partner is HIV-positive, encourage partner to get and stay on treatment

U Provide condoms

Clients receiving an HIV-negative test result may experience a range of emotions, including relief, shock,
joy, or dismay. HIV testing providers should be prepared for any number of responses from clients and
should remain neutral as they explore the client's reaction.

It is important to reinforce HIV prevention messages, to motivate the client to remain HIV-negative, and
support them to access medical, social, and behavioral referral services, as indicated based on their risk and
specific situation.
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Indications for PrEP

As the first point of contact for many high-risk HIV negative clients, HIV testing providers in nonclinical
settings should not only educate clients about PrEP, but they should also know and assess for PrEP
indications and refer persons at substantial risk for acquiring HIV to a PrEP counselor or medical provider
where PrEP is available. PrEP providers will conduct additional risk behavior assessments or use a risk
index to determine if clients are appropriate for PrEP. The tools for assessing risk behavior and the risk
index can be found in the 2014 PrEP Clinical Practice Guideline® and Clinical Providers' Supplement.53

The criteria that HIV testing providers use to determine whether HIV-negative clients are at substantial risk
of acquiring HIV and should be offered PrEP may be assessed over the course of the client's HIV testing
session or at the end of the session after you have delivered their results. This is considered an important
part of revisiting the risk discussion and reinforcing decisions that will help the client remain HIV-negative.
PrEP is currently indicated for MSM at substantial risk of HIV acquisition, as well as heterosexual men and
women and PWID at substantial risk of HIV acquisition. This may include persons who have unprotected
sex or inject drugs with multiple partners of unknown HIV status, or persons who are in known HIV-
discordant relationships, where one partner is HIV-negative and the other partner is HIV-positive.

HIV-POSITIVE CLIENTS
For clients testing HIV-positive, the specific tasks for step 5 are:

U Explore client's reaction to result

L Advise on next steps for follow-up testing and provide 2 rapid HIV test—OraQuick
W Discuss disclosure and inform about processes for partner services

L Advise to access care and treatment for HIV

e Treatment can help people with HIV live long, healthy lives and prevent
transmission

e Other health issues can be addressed
1 Emphasize key risk reduction strategies that will prevent transmission
e Choose less risky sexual and drug-using behaviors

e Get tested together with their partners
e Use condoms consistently and correctly
e Reduce number of sex partners

® Encourage partners to be tested

U Provide condoms

52 United States Public Health Service and CDC. Preexposure prophylaxis for the prevention of HIV infection-2014: a clinical practice
guideline._http://stacks.cdc.gov/view/cdc/23109. Accessed March 24, 2016.

53 United States Public Health Service and CDC. Preexposure prophylaxis for the prevention of HIV infection-2014: clinical providers'
supplement._http:/Avww.cdc.gov/hiv/pdf/prepprovidersupplement2014.pdf. Accessed March 24, 2016.
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Clients receiving an HIV-positive result for the first time might also experience a wide range of emotions,
including shock, grief, or other strong feelings. While exploring the client's reaction to his or her result, you can
effectively use silence to express empathy and give the client space to absorb this new information. Attend to
the client's immediate needs before moving on with the other tasks.

Advise the client on their next steps for follow-up testing to confirm the HIV-positive test result. Follow-up
testing can be addressed in a number of ways:

1. Immediately link clients to medical care for follow-up testing after the initial reactive rapid test result.

2. Collect a specimen to send to a lab for follow-up testing after the initial reactive rapid test result;
discuss the importance of returning to the agency to get the test result; and schedule a day and time
for the client to return to the agency to get the result of the follow-up test.

3. Collect a specimen and run a second rapid test using a different rapid test to confirm the result (see
Chapter 4 for additional information, including suggested language for what to do if the second test is
also reactive, which is to proceed with steps 5 and 6, versus a nonreactive result, which is to refer the
client to a clinical provider or collect a sample to send to the laboratory).

Although it might be difficult in this moment for clients to grasp everything you are telling them, it is important to
discuss disclosure to sex partners, inform them about the processes for partner services and to reinforce the
importance of accessing care and treatment. All positive clients are to be referred to and be enrolled in HIV
medical care, so that they can begin accessing treatment as soon as possible to prevent transmission and
help them stay healthy.

Remember that this is not the last encounter clients will have with the health care system, your primary goal
should be to link clients with medical care and other necessary follow-up services—either directly or through a
patient navigator or linkage counselor—as discussed in the next step.
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PARTNER SERVICES

PS is implemented with all persons who test HIV-positive. The primary function of PS is to notify the sex and
drug-injecting partners of HIV-positive individuals about their potential exposure to HIV. It is a voluntary
service that involves interviewing newly diagnosed HIV-positive persons to elicit names of their previous sex
and drug-injecting partners who might have been exposed to HIV, then confidentially notifying these
persons of their potential exposure and offering them HIV testing and linkage to HIV medical care, social,
and behavioral services. Local health departments play a key role in implementing PS, and nonclinical HIV
testing providers should be aware of the PS protocol followed by their agency.

Examples of partner services protocols include:

1. Refer to local health department—persons newly diagnosed with HIV are referred to the local
health department where a Disease Intervention Specialist (DIS) conducts an interview to elicit the
names and locating information of previous partners who may have been exposed to HIV. The DIS
then contacts these partners and offers them HIV testing. In some jurisdictions, the health
department initiates PS automatically when it receives an HIV case report form. Clients should be
informed that the health department will contact them to discuss PS.

2. DIS onsite—some agencies have health department DIS staff onsite to interview clients who test

HIV-positive.

3. DIS on call—some agencies work with the local health department to have DIS staff on call. When
an individual is newly diagnosed with HIV, the DIS can be contacted and can arrive quickly at the
agency to interview the client.

Additional information about PS can be found in the latest recommendations for PS programs.>*
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Step 6: Refer and link with medical care, social, and behavioral service

Throughout the HIV testing session, you will receive information from clients that will help you determine
what additional services they need in order to stay healthy, safe, and prevent HIV transmission or
acquisition. Before you close the session, you will identify the necessary medical, social, and behavioral
services that are appropriate for the client, and then provide the client with referrals and link them to these
services. Some of these services may be provided by your agency; for others, you will need to refer
outside your agency.

The 3 tasks for step 6 are:

1 Identify necessary medical, social, and behavioral referral services
L Make referrals as indicated
1 Track linkage to HIV medical care

For clients who test HIV-negative, some of the services you might refer them to include:

e nPEP

e PrepP

e Partner or couples HIV testing

e Retesting for HIV

e Screening and treatment for STDs, hepatitis, and/or TB

e High-impact behavioral interventions that can reduce their risk of acquiring HIV

e Reproductive health services

e Counseling and services for mental health, substance abuse, and/or domestic violence
® [nsurance navigation and enrollment

e Housing

e Other social and behavioral services

% CDC. Recommendations for partner services programs for HIV infection, syphilis, gonorrhea, and chlamydial infection. MMWR
2008;57(RR-9):1-83._http://Mmww.cdc.gov/immwr/PDF/rr/rr5709.pdf. Accessed March 24, 2016.
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For clients who test HIV-positive, some of the services you might refer them to include:

HIV care and treatment

Partner services

Medication adherence services

Partner or couples HIV testing

Screening and treatment for STDs, hepatitis, and/or TB

High-impact behavioral interventions for newly diagnosed HIV-positive persons
Reproductive health services

Counseling and services for mental health, substance abuse and/or domestic violence
Insurance navigation and enrollment

Housing
Other social and behavioral services

Chapter 7 provides more information on steps for ensuring successful referral and linkage to these
services.
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Chapter 6

CONDUCTING HIV TESTS WITH COUPLES AND PARTNERS

Couples HIV testing and counseling (CHTC), or Testing Together, is a relatively new approach to HIV testing,
whereby 2 or more persons who are in—or are planning to be in—a sexual relationship are tested for HIV
together. Additional training is required before any agency or counselor can provide CHTC. Couples go
through the entire process together, and receive their results together. Testing Together is different from
individual testing because it is not focused on past risk behavior, but rather supports couples to address their
joint risk concerns with a focus on the present and the future. Couples are only separated if there is suspicion
of coercion or to confirm information collected on individual data forms. Testing Together is voluntary, and
couples may decide at any time during the session that they prefer to be tested separately.

Rationale for Testing Together

In 2010, approximately 92% of new HIV diagnoses in the United States were attributed to sexual
transmission.%® In some high-risk groups, this HIV transmission occurs primarily as a result of sex between
main partners. Among MSM, for example, it is estimated that as many as 60% to 70% of new HIV
transmissions occur within primary partnerships.5657 This may be partly due to misperceptions about risk and
discordance and to difficulty talking about one's HIV-positive status. One study showed that about 20% of male
couples who believed that they were both HIV-negative were actually discordant—that is, one partner was
HIV-positive and the other was HIV-negative.>®

Although sexual transmission is the leading cause of HIV infection in the United States, few prevention efforts
have focused on couples or partnered relationships? Consequently, there is a need for improved testing
approaches like Testing Together to help reduce HIV transmission among main partners.

Benefits of Testing Together

Testing Together was designed to improve HIV prevention, care, and treatment outcomes by creating a safe
space for couples to discuss difficult issues, including their joint risk concerns and agreements about sex within
and outside their relationship. Couples make plans for the future based on both their HIV test results, as well
as their relationship status. Mutual disclosure of HIV status is immediate and 100% with this strategy, and
partners can support each other to access care if one or both of them are HIV-positive.

% CDC. Estimated HIV incidence among adults and adolescents in the United States, 2007-2010. HIV Surveillance Supplemental Report
2012;17(4). http://www.cdc.gov/hiv/ipdf/statistics hssr vol 17 no_4.pdf. Accessed March 24, 2016.

% Goodreau SM, Carnegie NB, Vittinghoff E, et al. What drives the U.S. and Peruvian HIV epidemics in men who have sex with men
(MSM)? PLoS One 2012;7(11):€50522.

% Sullivan PS, Salazaar L, Buchbinder 5, and Sanchez TH. Estimating the proportion of HIV transmissions from main sex partners
among men who have sex with men in five U.S. cities. AIDS 2009;23(9):1153-1162.

% Wagenaar BH, Grabbe KL, Stephenson R, et al. Do men who have sex with men (MSM) in the United States understand that HIV
serodiscordance is possible? Open AIDS J2013;7:14-16.

% CDC. Compendium of evidence-based interventions and best practices for HIV prevention.
http://Awww.cdc.gov/hiv/research/interventionresearch/compendium/index.html. Updated June 2015. Accessed March
24, 2016.
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Agencies that actively promote Testing Together services have found great success in reaching first-time
testers and diagnosing new HIV infections. Since these are 2 key goals of HIV testing programs, Testing
Together is seen as an important high-impact HIV testing strategy.

Differences from Individual Testing

Testing Together follows a very similar structure to individual HIV testing but with some key differences. These
are outlined below:

Comparing individual HIV testing with Testing Together.

Individual HIV testing Testing Together

Clients learn their individual HIV status alone. Clients learn their own HIV status as well as that of
their partner(s).

Clients must disclose to their partner on their own, or | Counselor-facilitated mutual disclosure among

use PS. partners is immediate and 100%.

Clients deal with issues of tension and blame on Provider is there to help ease tension and diffuse

their own. blame.

Individual risk screening is based on past risk Individual risk screening is based on past risk

behavior. behavior.

Focus is on health education. Skill building is focused on couple's communication

and sexual agreements.

Referrals and linkage are based only on client's HIV | Referrals and linkage are tailored to the results and
status and needs. needs of both partners.

Steps for Conducting Testing Together

The protocol for Testing Together looks very similar to the steps for conducting individual HIV testing.
Compared to individual testing, which uses a very streamlined approach with minimal counseling, Testing
Together may require brief counseling in order to establish rapport and enhance their communication as a
couple. Similar to individual testing, the format includes "preresults steps" and "postresults steps" that will vary
slightly depending on the type of test kit that is being used. Again, for Testing Together, we present two
scenarios—one for sites using 10-20 minute rapid HIV tests, and one for sites that draw a specimen for
laboratory testing or "nonrapid"” testing.
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Scenario for conducting Testing Together.

Rapid HIV Testing Together
(15 minute read time for SURE CHECK)

Preresults steps

Step 1: Introduce Testing Together and obtain concurrence

Step 2: Prepare for and conduct rapid HIV test (Use SURE CHECK as the first test—15 minute read
time)

Step 3: Explore couple's relationship
Step 4: Discuss HIV risk concerns and reasons for seeking testing together

Step 5: Discuss couple's agreement

Postresults steps

Step 6: Provide results of initial rapid HIV test and if positive follow-up with an OraQuick rapid HIV
test.

Step 7: Develop care, treatment, and prevention plan based on results

Step 8: Refer and link with medical care, social and behavioral services

Implementing Testing Together

HIV testing providers must be trained in this approach before offering Testing Together services. In the
training, providers learn the specific tasks that should be conducted for each step of the Testing Together
protocol and practice skills-building exercises around couples communication, self-awareness, sexual
agreements, and discordant test results. There are also opportunities to practice delivering the steps of the
Testing Together protocol through role plays. Because of the additional skills required for providing high-quality
Testing Together services, it is recommended that HIV testing providers have provided individual HIV testing
for at least 6 months or to at least 50 individual clients before receiving Testing Together training.

The same resources that are used for individual HIV testing can, and should, be used to offer Testing
Together. All of the information in this Implementation Guide applies to both individual and couples testing,
including the need to adhere to program principles and standards, the need for monitoring and evaluating
Testing Together service delivery, and the need for quality assurance to ensure high-quality service provision.
Because Testing Together is a new service agencies will need to revisit and revise their targeting and
recruitment plans to include couples.

More information about Testing Together training and how to access technical assistance for implementation
support at your agency is available at: https://effectiveinterventions.cdc.gov/. This site also hosts a Testing
Together toolkit with implementation support materials including videos, marketing materials, manuals, and
worksheets.
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Chapter 7
REFERRAL, LINKAGE, AND NAVIGATION SERVICES

A primary goal of HIV testing in nonclinical settings is to identify clients with undiagnosed HIV infection and link
them to HIV medical care as soon as possible. Additionally, HIV testing providers may play a role in the
reengagement of previously diagnosed HIV-positive persons who are not currently engaged in care. Referral
and linkage to HIV care services and initiation of ART facilitate better health outcomes for HIV-infected
persons and can help prevent HIV transmission. Furthermore, HIV-negative persons at substantial risk for HIV
infection may also benefit from referral and linkage to care for PrEP, STD testing and treatment, or other
information and HIV prevention support. Both HIV-positive and HIV-negative clients may benefit from referral
and linkage to other health services, including social and behavioral services as outlined in Chapter 5, and
may need assistance navigating the health system in order to access these services.

This chapter discusses referral processes, linkage outcomes, and navigation services, and describes the steps
that HIV testing providers can take to facilitate successful referral and linkage to HIV medical care, social, and
behavioral services for their clients.

In some nonclinical settings, HIV testing providers may conduct referral and linkage services and, in others,
they will refer clients to a linkage navigator or other staff who has this designated role. Keep in mind that there
are often multiple factors that influence a client's ability or willingness to accept or access referral services, and
it is not always appropriate or recommended to address all of these factors at one time. Referral and linkage is
a process. It will likely extend beyond the initial HIV testing session and may warrant multiple visits with the
client after they receive their HIV test results. Although you will do your best to support and motivate clients to
seek referral services, it is ultimately in their hands to accept these services. In order to effectively implement
referral and linkage services, you should be aware of the available and relevant resources to support your
clients' health. You should also build partnerships with other health care organizations and community
agencies to get your clients the services and care they need.

Defining Referral, Linkage, and Navigation

Referral is the process by which you actively provide clients with information and assistance in accessing
medical care, social, and behavioral services. The referral process includes conducting an initial assessment
of the client's needs, identifying and prioritizing those needs based on this assessment, identifying barriers to
accessing referral services, developing a plan for accessing referral services with the client, and facilitating his
or her access to these referral services.

Linkage is the outcome verifying the successful completion of your referral by the client. Linkage includes
following up with either clients or providers to confirm linkage and documenting the results. For example, when
you confirm and document that a client made it to the first medical appointment within 30 days following the
initial diagnosis, this is considered successful linkage.

Navigation is the overarching system that includes referral and linkage, but which may also extend beyond
these steps to include continuous engagement with clients or patients to ensure they remain engaged in HIV
medical care, social, and behavioral services for as long as necessary to support viral suppression and HIV
prevention. HIV navigation services are intended to serve both clients living with HIV as well as HIV-negative
individuals who are at risk of acquiring HIV. The objectives of HIV navigation services are twofold: (1) to
provide direct assistance to clients in accessing services, and (2) to support clients in building the knowledge
and skills necessary to access and use the system on their own. This process may require contacting clients
or patients on a regular basis to identify and address their barriers to staying engaged in care. Navigation often
extends beyond the HIV testing encounter.

50|Page Implementing Rapid-Rapid HIV Testing in Nonclinical Settings



Linkage Staff and Navigators

In some agencies, HIV testing providers will also provide referrals and linkage, but in other agencies,
specialized staff will be hired as navigators and dedicated to helping clients with this process. The training and
development of navigators (e.g., community health workers, peer advocates, outreach workers, case
coordinators) will help facilitate access to and retention in HIV medical care and social and behavioral services.
Navigators are sometimes peers—persons living with HIV who have successfully accessed medical, risk
reduction, and other services. Additionally, depending on an agency or region's existing systems and
programs, navigation services may be performed by several staff members—not just a single person—who
may offer assistance at various points along the HIV care continuum.

Implementing Referral, Linkage and Navigation Services
Regardless of whether a client is newly diagnosed with HIV infection, has been previously diagnosed, or is
HIV-negative, the steps for referral, linkage, and navigation follow the same basic process:

1. Identify and prioritize referral needs: In collaboration with clients, identify what services are most
important for keeping the client healthy and safe and for preventing HIV transmission or acquisition.
Prioritize these services based on the client's situation and needs. It may not be possible or
appropriate to address all of the client's referral needs at one time, so efforts should be focused on
facilitating referrals to services that can have the greatest impact on the client's health and risk
reduction.

2. Develop aplan: Elicit the client's strengths that can be used to implement the referral plan
successfully. Furthermore, help the client identify challenges or barriers he or she might have in
completing referrals and develop strategies to overcome these challenges. Together with the client,
identify the methods you will use to facilitate a referral and help the client complete this referral. Work
out a plan to help the client successfully and regularly access the necessary care and services.

3. Facilitate access to services: Provide clients with the information and support they need in order to
access referrals. This includes supplying them with provider contact information, cost, hours of
service, eligibility information, and processes and timelines for making appointments; help in
deciphering insurance and financial information; and support for maintaining strong and ongoing
communication with service providers. Scheduling appointments for or with clients, accompanying
clients to appointments, providing transportation information and assistance, giving ongoing patient
education and motivation, and sending appointment reminders can significantly increase the chance
of successful referrals. Also be sure to make referrals that are culturally appropriate with regard to
age, gender, race, ethnicity, sexual orientation, and other factors.

4. Confirm and document linkage: After a designated period of time, confirm and document linkage to
referral services by contacting the referral provider or the client to determine if they accessed these
services. Obtain client feedback, if possible. If the client was not successfully linked, attempt to
determine the reasons for this and provide additional assistance, if appropriate. If the client was
successfully linked, document this in the client's file, chart, or referral log. Electronic tracking systems
are used by many organizations to track and document linkage.

5. Maintain contact with client to support navigation: Once a client has been successfully linked with
HIV medical care, social and behavioral services, it may be necessary to remain in contact with them
to help them navigate the health care system and other services they might need. Navigation may
include accompanying persons to medical appointments, sending reminders and encouraging
messages, providing counseling support, and identifying persons who have dropped out of medical
care and helping them get reengaged.
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Referral, Linkage, and Navigation Strategies
Chapter 5 outlines the services that you may refer and link clients to after they receive their results. Step 6
of the individual HIV testing protocol and step 8 in the HIV testing protocol for couples is to refer and link
clients to HIV medical care and essential social and behavioral support services.

In order to get clients to these services, CDC supports a number of navigation strategies for helping
agencies manage the referral and linkage process. You can learn more about how to access training and
technical assistance for these strategies in Chapter 8.

e Antiretroviral Treatment and Access to Services (ARTAS): ARTAS is for linking individuals who
have recently been diagnosed with HIV to medical care. ARTAS consists of up to 5 sessions with
a client within a 90-day period or until the client is successfully linked to HIV medical care,
whichever comes first. A client may be transitioned to a medical case manager for longer-term
assistance and support.

e HIV Navigation Services (HNS): A model for helping clients understand the entire range of
services across the HIV care continuum, including services for high-risk HIV-negative individuals.
It is important to ensure that HNS roles and services complement and do not duplicate existing
services, programs, and staffing. HNS is not new, but is a different way of addressing a
longstanding challenge of helping clients stay engaged in care by addressing the myriad of issues
that might keep them out of care.

e Linkage Case Management: Intensive, short-term assistance to facilitate entry into care. A linkage
case manager helps clients to develop a personalized plan to acquire needed services.

¢ Medical Case Management: Ongoing coordination of medical services and follow-up of a client's
medical treatments in order to engage and retain HIV-infected persons in medical care. Some
HIV testing providers also operate medical case management programs, often at the same site
where HIV testing is provided.

e Qutreach and Peer Support: Linkage services provided by and for individuals living with HIV.
Through one-on-one and/or group interactions, peers can play an integral role in recruiting HIV-
positive persons into services, particularly individuals from hard-to-reach populations, clients who
have been reluctant to enter into HIV medical care, or individuals who have left medical care.

Each facility should have a list of community resources available to help meet the needs of their clients,
and providers should be familiar with these resources. It may be helpful for HIV testing agencies to
establish memorandum of agreement (MOAs) with local referral agencies, to streamline the referral
process, to ensure high standards of service delivery, and to hold agencies accountable. Client
confidentiality or anonymity must be maintained when making referrals.

Documenting Referrals and Monitoring Linkage
Referrals and linkage should be offered to all clients based on their needs. Due to funding requirements
and resource capacity, agencies may need to prioritize the linkages that they monitor. In line with agency
procedures, linkages can be documented in a client's chart or in a centralized referral log. You may wish to
collect the following information about each linkage:

e Date and time linkage was made

¢ Name of staff person linking the client

e Type of linkage service

e Name of linkage service provider

e Type of assistance and/or incentives provided to help the client complete the linkage
e Date linkage was successfully achieved, if applicable
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e Reasons that linkage was not successfully achieved, if applicable (e.g., client feedback on
challenges to accessing services or satisfaction with services)

If an authorization of release of information was necessary to determine if a client was successfully linked
to services, place a copy of the authorization in the client chart. Agencies should regularly monitor data to
evaluate the extent to which referral and linkage strategies are successful in linking clients with needed
services. This ongoing assessment enables agencies to determine whether referral and linkage practices
should be changed to better meet the needs of their clients.

Tracking linkage to HIV medical care
It is particularly important to track linkages for HIV-positive clients to medical care, and HIV-negative
clients to PrEP providers. Agencies should adhere to state and local requirements for tracking and
reporting these linkages, which may include periodically reporting the proportion of HIV-positive clients
linked to medical care who accessed their first appointment within 30 days.

Two main strategies for monitoring whether clients are successfully linked to follow-up services are (1)
provider confirmation and (2) client self-report.

Provider Confirmation: Provider confirmation is the preferred method for confirming linkage. The medical
provider is contacted by an HIV testing staff member and asked whether the client accessed services. The
provider then confirms "yes" or "no". The provider should also report the date that he client accessed
services, if applicable or discuss the reasons why the client hasn't yet come in. It is recommended that HIV
testing sites authorize specific staff to track these linkages with medical providers. Likewise, clinics should
also assign specific staff to confirm the client's linkage. In the case of linkage to medical care, a physician,
clinical social worker, or nurse practitioner is the appropriate authorized party.

Client Self-Report: You may sometimes have ongoing contact or interactions with clients beyond the initial
HIV testing event. The next contact with a client after he or she is linked to services provides a good
opportunity for asking the client whether he or she successfully accessed the service. This also provides a
good opportunity for obtaining client feedback about any challenges they encountered and their
satisfaction with the services received. While client self-report is an acceptable means to confirm linkage,
clients sometimes tell us what we want to hear rather than what actually happened. For this reason,
provider confirmation is the preferred means for confirming linkage.
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Chapter 8

CONCLUSIONS

HIV testing is a core component of the high-impact prevention approach. To make improvements along the
HIV care continuum, to meet the goals of the NHAS, and to reduce the number of new HIV infections occurring
each year in the United States, high-quality HIV testing services must be provided to the right populations in a
timely way and with a focus on linkage to medical care, social, and behavioral services based on the client's
test results and needs. HIV testing is important for identifying persons living with HIV early in their infection and
for successfully linking them with medical care and treatment and prevention services. It is also important for
identifying high-risk HIV-negative persons and successfully linking them with preventive services and
treatment such as nPEP, PrEP, and social and behavioral services.

Chapter Summary

This Implementation Guide has offered key information and operational guidance for HIV testing providers. We
have outlined key principles and standards that all nonclinical HIV testing programs should meet, reviewed the
importance of targeting and recruitment for HIV testing services, and provided an overview of HIV tests and
testing technologies. We have provided step-by-step instructions for how to conduct an HIV testing session
with your clients in nonclinical settings, discussed the importance of testing couples and sexual partners
together, and reviewed the key elements of referral, linkage, and navigation services.

Training and Technical Assistance

After reading this Implementation Guide, you should now have a better understanding of your role as an HIV
testing provider and have a greater knowledge of how to conduct high-quality and effective HIV testing
services. This guide should continue to serve as a resource to you and other HIV testing staff at your agency
as you implement these services.

In addition to providing this Implementation Guide, CDC/DHAP's Capacity Building Branch (CBB) funds
Capacity Building Agencies (CBAs) known collectively as the CBA Providers' Network (CPN), who, together
with CBB staff, provide free, direct training and technical assistance to community-based organizations, health
departments, and health care organizations throughout the United States. CBA is provided for HIV testing and
in other HIV prevention program areas. Specifically related to HIV testing, technical assistance may be
reguested in areas including, but not limited to, the following:

e Screening and testing of all patients/clients for HIV (in clinical settings)

e Screening and testing of all HIV testing patients/clients for STD, TB, and hepatitis

¢ Routine, early HIV screening and testing of all pregnant women

e Targeting and recruitment for HIV testing (including social marketing, media, outreach)

e Couples and partner HIV testing and counseling (including data support, marketing, quality

assurance)

¢ Integration of HIV testing efforts into existing services

e Partner services

¢ Referral and linkage to services after screening/testing

e Third-party systems for reimbursement of costs associated with eligible HIV testing services

e  Cultural competence

e Collaboration with laboratory and surveillance programs

e Use of home testing

e Pharmacy-based testing
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More information about CBA, including instructions for how to request CBA through CDC's CBA Request
Information System (CRIS) is available at the CBB website: http://www.cdc.gov/hiv/idhap/cbb/.

CRIS can be accessed directly at: https://wwwn.cdc.gov/Cris2009.

The High-Impact Prevention Training Calendar and Registration page at the Effective Interventions website
lists all CDC-supported trainings for evidence-based interventions (EBIs) and public health strategies, including
HIV testing: http://effectiveinterventions.cdc.gov/en/TrainingCalendar.aspx. The Training and Events Calendar
also lists all trainings offered by the CPN, including those that are not funded by CDC.

The CPN website contains additional information about CBA, including a CPN directory:
http://www.cbaproviders.org/home.aspx.

Additional Resources

The following CDC websites contain additional information about topics referenced in this Implementation
Guide or related to HIV testing. These sites are updated frequently and should contain the most up-to-date
information for your reference:

e Act Against AIDS Media Campaigns: http://www.cdc.gov/actagainstaids/.

e Compendium of Evidence-Based Interventions and Best Practices for HIV Prevention:
http://www.cdc.gov/hiv/research/interventionresearch/compendium/index.html.

e High-Impact HIV Prevention: http://www.cdc.gov/hiv/policies/hip.html.

e HIV Basics (information for patients and clients): http://www.cdc.gov/hiv/basics/index.html.

e HIV Testing in Clinical Settings: http://www.cdc.gov/hiv/testing/clinical/index.html.

e HIV Testing Site Locator: http://gettested.cdc.gov/.

e Home HIV Testing: http://www.cdc.gov/hiv/testing/hometests.html.

e Laboratory-based HIV Testing: http://www.cdc.gov/hiv/testing/laboratorytests.html.

e Nonclinical HIV Testing: http://www.cdc.gov/hiv/testing/nonclinical/index.html.

e Partner Services (PS): http://www.cdc.gov/nchhstp/partners/partner-services.html.

¢ Nonoccupational Postexposure Prophylaxis (nPEP):
http://www.cdc.gov/immwr/preview/mmwrhtml/rr5402al.htm.

o Preexposure Prophylaxis (PrEP): http://www.cdc.gov/hiv/pdf/PrEP_fact sheet_final.pdf.

e Prevention is Care Campaign: http://www.cdc.gov/actagainstaids/campaigns/pic/index.html.

The following non-CDC websites also contain very useful information for HIV testing and other prevention,
care, and treatment providers:

e AIDS.GOV, includes provider tools for prevention, care, and treatment: https://www.aids.gov/.
¢ National HIV/AIDS Strategy: https://mwww.whitehouse.gov/administration/eop/onap/nhas.
¢ Project Inform: http://www.projectinform.org/.

Thank You

Lastly, CDC acknowledges the hard work and dedication of all frontline HIV testing providers, HIV prevention
staff, and health care workers in the United States. It is because of your care for the communities you live and
work in, your compassion for your patients and clients, and your commitment to working smarter that
advances continue to be made in HIV prevention in the United States. Thank you.
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APPENDIXES
Job Aids for Individual HIV Testing

Appendix A PROTOCOL CARD—Rapid HIV Testing for Individuals

Appendix B PROVIDER FLIP CARD—Rapid HIV Testing for Individuals
Appendix C SCRIPTS—Rapid HIV Testing for Individuals

Job Aids for Testing Together (Couples)

Appendix D PROTOCOL CARD—Rapid HIV Testing for Testing Together
Appendix E PROVIDER FLIP CARD—Rapid HIV Testing for Testing Together
Appendix F SCRIPTS—Rapid HIV Testing for Testing Together

Appendix G SURE CHECK Rapid HIV 1/2 Antibody Test INSTRUCTIONS
Appendix H OraQuick ADVANCE Rapid HIV 1/2 Antibody Test INSTRUCTIONS

Appendix | Kentucky DIS (Disease Intervention Specialists) and HIV Care Coordinators

*PROTOCOL CARDS can be printed and hung in the HIV testing room to remind providers of the steps for
conducting an HIV testing session with clients.

*PROVIDER FLIP CARDS can be printed, cut, laminated, and bound (a 1-inch binder ring may be used). Flip
cards are a handy "cheat sheet" for HIV testing providers during an HIV testing session with clients. They not
only list the main steps of the HIV testing protocol, but also the tasks within each step.

*SCRIPTS can be printed double-sided and then studied before and after conducting an HIV testing session
with clients. Scripts contain sample language that an HIV testing provider might use to perform each task
within the steps of the HIV testing protocol. However, this language should be adapted by the provider so that
he or she is comfortable and the words sound natural. It is not advised that providers read the scripts to clients,
but rather use them as a reference, as needed.
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APPENDIX A
PROTOCOL CARD—Rapid HIV Testing for Individuals
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Individual Rapid HIV Testing Protocol

Introduce and Orient Client to
Session

Prepare For and Conduct
Rapid HIV Test

(15-20 minute read time)

Conduct Brief Risk Screening

Provide Initial Results and Follow
Protocol for Second Rapid Test

Develop Care, Treatment, and
Prevention Plan Based on Results

Refer and Link with Medical Care,
Social and Behavioral Services




APPENDIX B
PROVIDER FLIP CARD—Rapid HIV Testing for Individuals
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Individual Rapid HIV Testing Provider Flip Card

Testing Together Protocol

4 Provide Initial Results and if + Follow Protocol
for Second Rapid HIV Test (OraQuick) (20 minute read time)

5 Develop Care, Treatment, and Prevention Plan Based on Results

6 Refer and Link with Medical Care, Social and
Behavioral Services

testin fg
togethar
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Individual Rapid HIV Testing Provider Flip Card

Introduce yourself and describe your role.
Provide brief session overview.

e Timing of session.

e Process for conducting test.

e How results are returned.

Obtain concurrence to proceed with session.

Explain process of conducting HIV test:
e Type of test (rapid antibody test).

e Sample collected (fingerstick blood).

e Time until test results are ready (15 minutes).

Explain meaning of positive and negative results:

e Need for retesting if negative.

e Need for follow-up test if positive.

e Possibility of invalid result.

Obtain consent to test (oral or written).

Distribute test kit information booklet (required for CLIA-waived tests).
Collect specimen and conduct rapid HIV test.
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Individual Rapid HIV Testing Provider Flip Card

STEP 3

Conduct Brief Risk Screening

Ask how the client decided to be tested; listen and probe for previous testing
history and indicators of increased risk:

e Potential exposure in last 24-72 hours.
e Potential exposure in last 3 months.
e Symptoms.

¢ Ongoing risk behavior or key population (MSM, PWID, partner with unknown or
known HIV-positive status, transgender woman).

Address indicators of increased risk and make immediate referrals for nPEP, acute
infection testing, or medical care, as indicated.

Assess client’s knowledge of HIV transmission, provide accurate information as
indicated.

Prepare for possible test results.

STEP 4

Provide Initial Results and Follow Protocol for Second Rapic Test

Confirm readiness to receive results.
Provide clear explanation of results.

NON-REACTIVE (HIV-NEGATIVE):

“Your results are HIV-negative. This means the test did not detect HIV antibodies
at this time.”

REACTIVE (HIV-POSITIVE):

“Your results are HIV-positive. This means the test detected HIV antibodies, and it
is very likely that you have HIV. We will now provide follow-up rapid testing.”

INVALID: (rare)
“The test is invalid and must be repeated now.”
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Individual Rapid HIV Testing Provider Flip Card

STEP 5: HIV-NEGATIVE

Develop Care, Treatment, and Prevention Plan Based on Results

Explore client’s reaction to result.

Discuss need for retesting based on client’s risk.
Emphasize key risk reduction strategies that will help client remain HIV-negative.
e Choose less risky sexual behaviors.

o Get tested for HIV together with partners.

¢ Use condoms consistently and correctly.

e Reduce number of sex partners.

e Talk to doctor about PrEP.

e Talk to doctor about nPEP as needed.

e Get tested and treated for STDs.

e |If partner is HIV-positive, encourage treatment.
Provide condoms.

STEP 5: HIV-POSITIVE

Develop Care, Treatment, and Prevention Plan Based on Results

Explore client’s reaction to result.

Advise on next steps for follow-up testing.

Discuss disclosure and inform about processes for partner services.
Advise to access care and treatment for HIV.

o Treatment can help people with HIV live long, healthy lives and prevent
transmission. Treatment is recommended for all people with HIV.

e Other health issues can be addressed.

Emphasize key risk reduction strategies that will prevent transmission.
e Choose less risky sexual behaviors.

o Get tested for HIV together with partners

e Use condoms consistently and correctly.

e Reduce number of sex partners.

e Encourage partners to be tested.

Provide condoms.

63|Page Q festing
:\-’_}_f_Jl'_‘-if 1er



Individual Rapid HIV Testing Provider Flip Card

STEP 6

Refer and Link with Medical Care, Social and Behavioral Services

HIV-NEGATIVE
Identify necessary medical, social, and behavioral referral services:
e nPEP
e PreP

e Partner or couples HIV testing

e Retesting for HIV

e STD screening and/or treatment

e High-impact behavioral interventions

e Reproductive health services

¢ Counseling for mental health, substance abuse, domestic violence
e Other social and behavioral services

Make referrals as indicated

Track linkage.

STEP 6

Refer and Link with Medical Care, Social and Behavioral Services

HIV-POSITIVE
Identify necessary medical, social, and behavioral referral services:
e HIV care and treatment
e Partner services
e Partner or couples HIV testing
e STD and TB screening and/or treatment
e High-impact behavioral interventions
e Reproductive health services
¢ Counseling for mental health, substance abuse, domestic violence
e Other social and behavioral services
Make referrals as indicated
Track linkage.
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APPENDIX C
SCRIPTS—Rapid HIV Testing for Individuals

65|Page Implementing Rapid - Rapid HIV Testing in Nonclinical Settings



| 99

S9JIAI9S [elOoIARYDYg
pue [e120S ‘@4eD [EDIPSIN YIIM YUl PuUB JaJaYy | 9

S)|NS9y] Uo paseg ue|d
UOIJUdAdId pue ‘Juswleal] ‘aien dojaaaQg G

(swn peas ainuiw Oz - 32IndeI0) 1S9 | pidey puodas 10}
|020}01d4 MO||O4 pue S}INS3aYy |eniu] apInold | ¥

Buiuaalog Ysiy jaug }onpuo)n ¢

(w1 peas anuiw GT - 3D3HD JHNS)

1S9 ] AIH pidey 1onpuos pue 104 aledaid rA

UOISSaS 0] JUdl|) JUBLIO pue 89NPO.IJU]| L

[030}0.14 9y} Jo da)S yaey J10j o(q pue AeS 0} yeyAp :s)dLdS 3unsd |, ATH prdvy [enpiaipuy




sPullles |eolul|ouoN ul Bulisal AIH pldey - pidey bBulnuaswo|duw] mmmn__hw

(PInpaooxd Sunsay ATH pider )[NSaI pI[eAUI JO AI[IQISSOJ o
oy} Inoqe aw J10J dAeY NoK op suonsanb jeypy “Surdo[oAdp SI1s9) 9y} SB AI0W JNOGE N8I [[, oM [YOIym
S[S1 IN0A uo Surpuadop ‘OsTe pa)sal-a1 9g 0} PAdU JYSIUW NOA QAT)OBAI-UOU SI 159} ) JT *A[oIRIpawuul

1593 JOUJOUE OP [[IM dM ‘9AT}OBAI IO PI[BAUI JOUIIQ SI 1S3} Y} J] "dJed A[QWAIXD SI YOIyM ‘pI[eAUL

aanrsod
- AIH J1 Sunsal dn-mo[[0J 10J pooN e

st uondo pay) y "2417002.4 PIIIPISUOD SI PUR ‘SAPOQIIUR ATH PUl PIP 1S9} dY) SUBdW YIIYM dAnIsod OANESaU- ATH JI SUNSA)-01 10J PAN e
-ATH SI PUO3S AU [, *2411oD2.4-10U PAIIPISUOD SI PUB W) SIY) JB SAIPOqUUE A [H 19919p 10U PIp 159} oY) :3urpn[our ‘s)[nsai 13} 9ANISod- A
SUBIW [OTYM ‘QATIBSAU-A [H ST ISIJ SY [, ‘ABPO] 9AT20I JYSIW NOA SINSAI 159} 9[qIssod 0m) 18 1Y ], e pue aane3ou-A [H Jo Suruesw oyy urejdxg
SICRGIN TISEL

Apea1 oIe S}[NSaI 1S9} [HUN QWI], e

Pa109[[0d o[dweg e
*Apeal aJe S)Nsal oy} [UNn W) Y} JO JOPUILWAI ) JOJ

wool Juniem 9y} ul JIs 0} NOA Sk [[1x [ uayl pue ‘Furdo[aAap sI 1591 9y Se NOA 10J suonsanb s1ow maj pasnsa) Jo odAL, e
B OARY [[IM [ "SINUIW G INOQe Ul APBal aq [[IM SI[NSAI 9y} pue Iy 1591 9y} 03uo 31 3oe[d ‘1o8ury 1noA :Surpnyour 4991 ATH
wolJ pooyq jo doip e 199[[03 [[1m [ "d[dwes poo[q ons-195ul e sasnbar asn om 1531 ATH prderay], e [ prder oy Sunonpuod Jo sseooxd oyy urejdxy
JARS TSel
(Ma14412]) 10J U1} PRI NUIW ST) IS, AIH pidey 3onpuo) pue a0j daedarg
‘TdULS
uoISSas
{Pa1Ie]s 1038 03 Apeal noA a1y (AP0 UOISSAS A} INOge dW J0J 9ABY NOA Op suonsanb jeyp, e oy} YIm padooid 0} 90UALINOU0D UIRIqO)
JARS T seL

pauInjar oIk s)Nsal MOH e
*Aepo} synsal

INOA SATIAI [[,NOA PUB ‘S9INUIW ()€ UBY) 9IOW 3B} } UP[NOYS UOISSAS AU Y [, ‘ABPO) PaIsd) 193

0} ur noA 1Y3noiq Jeym Jnoge Y[e} [[,dM ‘SINSAI oY} J0J Jem am J[Iym pue ‘do[oAap 0} sajnuIw G| Saye)
1S3) A [, "SHIOM 1S3) Y} MOY JNOGR UOITRWLIOJUI DISBQ JWOS NOA JAIS [[IM [ 1S3} A} 1ONPUOD 9M 210Jog @ [ :SUIpn[oul “MITAISAO UOISSIS JOLIQ B OPIAOL]

159} 9} SUTONPUOD JOJ SSAV0I] e

oYe} [[IM UOISSas aY) Suo| MO e

JATRS TSeL
"Kepo) 189} ATH N0A Sunonpuod oq [[IM | pue ¢ ST ouwreu AW O[[9[ 3101 INOK SQLIOSIP PUB J[ISINOK 0NPOIU]
JATRS TSel

UOISSAS Y} 0) JUIALD JUILI() PUE dnpo.juy
‘I dULS

sBuijjag [eatuijouop ui Bunsa] AIH pidey Buigonpuo Joy syduiog

[090)0. 4 3y} yo dajS yoey 10j o(q pue Kes 0} JeyAp :$)dLS Sunsd |, ATH prdvy [enpialpu|




sPullles |eolul|ouoN ul Bulisal AIH pldey - pidey bBulnuaswo|duw] mmmn__mw

JSU SUIOSUQ))

(eAnIsod- A TH Sem mauy] swoldwAS e

NOA oYM JO ‘Mou] 3, UPIP NOK SNJe)S ATH 9SOUYM SUOSWOS YJIM WOPUOD B JNOYIM X3S Pey NOK JAB] e sypuow ¢ J5e| U1 2nsodxd [enusjog e

"PAIIND20 A3y} UayM

SINOY 7/ -4 ISe] Ul 2Insodxa [enuajod e
PUB WY} INOQE 2I0W U [[9], (,INOQE PAUIIOUOD I, NOA 1B} A[JUIAI SYSU OJ10ads Aue pey NOA 9ABH e ’ :

:[SLI PaseaIoul JO SI0JEJIPUI pue

(PI0JOQ ATH 10} ps21 U2 0K AR @ | £10951y Sunsay snotaaid Joj aqoad pue uaysy|

(Aep0o) ATH 10J P21Sd) 2q 0} UI NOA JY3noiq jeyp\ e P21} 9q 0] PAPIOAP JUSI[D AY) MOY SV
SR ‘TISEL
SUIHIIIIG YSIY JoLIg Jonpuo))
‘€ dULS
((ma14412] D) 159) ATH pidex
10NpuUod pue uawdads Jo9[[09 “Nonsioduly oq
(M214.402]))) 159] ATH pldp. 1onpuod pup usuildads §027j02 Yo1sia3ulf o e ‘SSeL
1S9} ATH U3 UM PalIe)s 133 S, 30T "SI0M 159} Y} MOY] Jnoqe dAeY oA suonsanb
[euonIppe Aue JoMSUE [[1M 3] J[OSH 1S3} 9} JNOQE JQ[00q UOIBULIOJUI SIY} NOA JAIS 0} JuBM OS[B | e 19][00q UOTIBWLIOJUT I1Y] 1S9} INQLISI(]
SCIRRIN 7 SEL
(Aepo}
AIH 10J pa1sa1 2q 03 22136 noK o(q 1591 ATH Y3 Yam paadold ueo om ‘suonsonb Joyjo ou oABY NOKJ] e (uenLIM 10 [BIO) 1S9} 0] JUASUOD UIRIqO
SR "EISEL

(M214412]) 10J JUI1) PRI NUIW ST) IS, AIH pidey 3onpuo) pue a0j daedarg
TJAIS

[090)0. 4 3y} yo dajS yoey 10j o(q pue Kes 0} JeyAp :$)dLS Sunsd |, ATH prdvy [enpialpu|




sPullles |eolul|ouoN ul Bulisal AIH pldey - pidey bBulnuaswo|duw] mmmn__m@

{NOK I0J Jamsue 0} SWI OYI] P[NOM NOA I8} UOISSIWSURI} A JH Inoqe suonsanb Aue oAey nOAo( e pONIWSUEI} ST

"panrwisuer) I 11 MOY pue A[H INOQe MOUY NOA JBYM SW [[9], e | 11 MOY pue AT JO 9Fpo[mouy s JUSI|d SSISSY
JATIdS SR HA)

*AepO0} SI[NSaI INOA 193 NOA I3}k SIY) JO [[B INOge dI0W B} [[ A\ 1913950} aInjny 1noA 1oy uefd

B OYBW [[,9M PUE X3S JNOQR SIUAWAIFE INOA ‘SUISOU0D MSLI Jutol oA jnoge el isnl [[.am “JotAeyaq

ystrised INOA INOGe NOA JSB 1,U0M M IOY}OF0) PaISa) 193 NOA UYAN "IoUIa50) pa3sd) 13 pue sioupred

INOA I UI WOI 0} ST By} Op 0} ABm dU() 'SNIBIS A JH JOY) mouy 0} pue ‘s1oured xas ok ypim

AIH noqe e} 03 Jueprodwur os[e S J] “SSHoM SIY) MOY JNOGE UOBULIOJUT 910W NOA 9AIS UBD 10}00p INOA

pue ‘A[Ie[n3aI A TH I0J Po1sa)-a1 305 0} pue ‘swopuod asn 0} jueprodwr (s s “ATH Suunboe Jo sooueyo

oy} oonpar Aeais ued jey ‘ol ATH Inoynm d1doad jey) Jusumean e st ¢ sixe[Aydord ainsodxe-a1d, 10

‘da1d eAne3au- ATH Aels sY[0F d[oy ued Jey) 9ABY oM S[00) MAU dWOS pue uonuardld A TH Jo aoueoduwir
o Inoge noK 01 e} 031 JUBM T ‘ATH JOJ SYSH SUIOSUO SWOS ABY NOA JBY} PIUONIUIW NOA 9SNBIYY e

Bu1jsa) sajdnoo pup Loujapd Suijsaj-ad ‘SWOPUOD ‘JHAJ SSNOSIp YSii Su103Uo JT

"UOIIOQJUI A [H 9INOE 109JP A[OJBINOOE 210U UBD Jey) 1S3} B J33 puk J0J00p & 39S 0) NOA 10J

juerodwr 94 Y3 31 “ABPO) SAIIBSOU- A [H I SINSAI N0 J] sarpoquiue do[aAsp 031 awn) pey sey Apoq oy}

910J9q PUB ‘PIJOAJUI U] 9A A1) Joye Y31 swordwAs aouarradxa spdoad sawmawos ey) mouy 0} nok
JoJ jueprodur S J1 ‘UOT)OJUI ATH JO SWOIdWAS SWOS PAOUALIAAXa 9A NOA JBY) POUOTIUSW NOA 9sneddqg e

2402 (DI SULSS2IID JO 2oUD]I0dUL SSNOSIP ‘SwojdulAs [T

-2Insodxa Tenuajod 1se[

INOA WOIJ SYIUOW 9217} ‘SUIISI}-a1 J0J 9137 Mok WO UBD NOA [NUN XIS IABY NOA W) AI9A SWOPUOD

asn 03 st uondo JoYIouy "UOIJUI A [H 9INO. 30330p A[JeINode 10w Ued Jey) 159} B 3ursn 10100p

INOA JB PaISal-01 9q 01 YSIM ABW NOA ‘ABPO) 9ATIBTIU-A [H € S)NSAT INOA JT "I aSn 9M S)s9) o) uo dn

AMOUS 10U Y3 A1)} “padO[oAIP 194 1, USARY SIIPOQUUE 9sNBIq pue ‘dwn) SIY) SULINp panIusues) A[Ised

aI0W ST ATH 130 ATH U3 Y31 0} sarpoquiue do[oAap 01 awn) pey sey Apoq InoA a10Jaq Inq ‘Apoq Inok

ur ATH JO 10] € SI 219y} Uoym UOOJuI JoJe Y31 awn Jo porrad ayj SI SIY ], "UOnOJuI ATH Anok Jnoqe
noK 0] e} 0} JuBM T ‘03e JJUOW B PALINII0 JBY} 2I1nS0dXa JO SSU 9J10ads B PAUOIIUSW NOA aSneodg e

BU13S2)-0.4 pUD ‘SULOPUOD ‘UO1IAJUL AT dINOD A0f 3U1JS2] SSNISIP ‘SYIUOUL 2244 JSD] Ul 2.4nsodxa jpiuajod [

" ATH SumoS woiy JJosInoA JuaAdid 0] Juawieal) STy} Uo 133 ued NOA 2I9YM J)IS B 0 NOA J9JaI UBD
1 ‘Aep0} 9AT)E3U- A [H 9J8 SI[NSAI INOA JT SINOY 7/ ISB[ 9Y) UI Pasodxad a1am oym suosiad 1oJ s[qe[reae
A[uo st Je Juaunean st Jqd “stxejAydoad aansodxs-1sod [euonednodso-uou 1o ¢, Jqd, PI[[Bd Suryjowos

uorenyIs
noqe noX 03 [} 03 JueM [ WSIU SB[ PALINOI0 JBY) 2INS0dXa JO NSLI OP10ads & pouoruoll NOA ASNeddg e s JuaIp 03 soSessow uonuaAald Joyre}
dHAd SSnoSip ‘SAnoy g/ - 1sv] ul aunsodxa jpyuajod J PUB YSLI PASBAIOUI JO SI0JRIIPUI SSAIPPY

SIERN TTSeL

SUIHIIIIG YSIY JoLIg Jonpuo))
‘JAIS

[090)0. 4 3y} yo dajS yoey 10j o(q pue Kes 0} JeyAp :$)dLS Sunsd |, ATH prdvy [enpialpu|




sPullles |eolul|ouoN ul Bulisal AIH pldey - pidey bBulnuaswo|duw] mmmn__ON

,ou 10} suonsanb Aue aAeY nOA O(J "SINSAI INOA JOJ SAINUI MIJ JOYJOUR

JeM QM J[IYM BIJE FUnIeM JY) U J& JOO[ B 9ARY 0} NOK 10 J9[3[00q UONBULIOJUI UB S, 9I0H MOA punose
9s0U} JOJ PUB J[OSINOA J0J AIBD JO 1O B SMOUS AJ[Ba1 1] "ABPO) A [H 10} PI3Isa) Jo3 pue ul Swod 03 UOISIOP
1913 © OpeW NO A *ABPO) SINSAI IS} INOA UO PAseq JSIAI [[IM M Jel) JUdUean) pue ‘a1ed ‘uonuaadrd SanssI S A [H Sutssaippe 1oy 1oddns pue
AIH IN0OQE UOIIBULIOJUT NOA USAIS A [ PUB ‘SUIOUOD PUB SIS ATH O1J10ads INOA JNOQE PaY[e) ABY A\ e uoneAnow oprAoid ‘uoIssnosIp szuewwing

TATS TYEET,

*ABpO} S}NSAI JNOA U0
paseq sdajs 1xau ayy puejsiopun pue paredaid 9q 0} noA Juem | Inq ‘ur e} 03 O] & SI SIY) Mouy | "Ysim
NOA JT $S9001d 18]} Ul SNOWAUOUR UTBTUAI UBD NOA INq T}BAY UMO JI3Y) INOGR SUOISIOIP [ UBD A3}

0S MOoUy| 0) WAy} Joj Jueyrodur s I “ ATH 01 pasodxa uaaq aaey Aewr A9y e s1oulred ised oA wrojur
noA djoy [[m oym 9s11eroads sao1AIds Joulred B (iIm noA Jo3uU0d [[,9A\ "00} A3y Ae)S 0} padu nok
woddns oy 303 noA 2Ins BU [[,9 A\ "9IBD OJUI NOA 303 pue $159) dn-Mmo[[oJ op [[1M ey} Jop1aoad [eoIpow ©
01 N0A 193 [[,9m UAY], "aIns 3q 0} Isn[1s9) pider Jo adA) puodas & op [[,om ‘@AnIsod-A TH ST JNSI 1S9} 0K
J1 "SoA1[ Aypeay ‘Suog aA1] ofdoad djoy ues jey) A TH J0J Juawjeas) pue a1ed 10J suondo Jo S)o[ aJe 910}
SABP 9SU L, (UM UOTJBULIOJUI ST} IeysS JYSIU NOA oym pue ‘9Anisod- ATH SOBq SSWO0D 1S9} IN0K JI [99]
1YSIW NOA MOY IN0Qe JYSNOY) NOA dABH "9A1ISOd-ATH SO8q dWO0d PInod 159} 9y} 18yl 9[qrssod os[e S11] e

Jjnsa. aayisod-A [f] 40f a.4vdo4J

-amsodxa Tenuajod Jse[ INOA I9 e SYIUOW I} Pa)s)-al 133 03 913y orq

QW09 NOA [TIUN X3S dABY NOA aWT) AIOAS SWOPUOD 3sn 0} ST uondo Joyouy "03e SABP M B PAJOJJuI A[UO

2IoM NOA JI SAAPOqIIUE A TH 19933p 1, UP[NOM S)S3) JIAY} UIAD YSNOYJe QIoY 9Sn dm SO} UBY) SUOIOJUI

ATH U901 A19A Su1302)op Je 10339q Ik SIS} ASOY [, "UOIIJUI ATH ANOE S)0AP Jey) 1S9} € I0J Sk

pue juaumredap yeay 10 10J00P INOA 0} 0F P[NOd NO A “sioupred INOA pue JJosINoA Jo 9182 159q ay) Sunye)

10J suondo JUSIQJJIP MIJ B 9ABY NOA ‘QAIJBSAU- ATH ST ABPO] 1S9) INOA JT "ABPO] SAIpOquUE A TH 10919p

1,UOM $)$3} Q) 9OUBYD € SI 213y} 0FE SYHUOW 1Y) UBY) SSI] PAJOJUI 1M NOA J1INq “QJRINOIL AIOA dI8
asn am $1$9) AT, "9ANISod- A JH 10 9ANESU- ATH 99 P[NOJ ABPO]} SINSAI 1S9} INOA ‘POUOTIUIW APBAI[B [SY e

Jnsad 2ayp3au- A [ 10f 2.40da.4J S)nsax 359} Jqrssod 1oy axedaid
SICRGIN Pl

SUIHIIIIG YSIY JoLIg Jonpuo))
‘JAIS

[090)0. 4 3y} yo dajS yoey 10j o(q pue Kes 0} JeyAp :$)dLS Sunsd |, ATH prdvy [enpialpu|



sBbulllas |eoluljouoN ul Bulisal AIH pldey - pidey bBunnuswa|duw]| mmmn___‘h

“AAOU 1S9 9} 18adoI JSNW oM PUE ‘UOTIOUNJ[EW B SBAA 9ISY) SUBSWI SIY ], "PI[BAUI 9k S}NSAIINOX e
‘(2404 AJowia.13xa) prjpaui [T

‘(yomnpv.40)) 1591 pider Jo adA) puooas & op1aoid MOU [[IM M ‘9Ins 9q 0} Ing "ATH 2ABY oA
ey} A[ONI] AI9A SIJI PUR ‘SAIPOqIIUE A [H P10239p 1593 9y} SUBIW SIY ], "9ANISOd-A[H QI8 S)NSATINO L e

(panisod-ATH) 24119024 f]
") SIY) 1B SAIPOQIIUE ATEH 10919p 10U PIP 1S9) S} SUBSUI SIY ], "9AT}BToU- AT 9J€ S}NSAIINOX e

{(2anpv3au-ATH) 24110024-U0U T S1[Nsa1 Jo uoneue[dxa JLI[O B 9PIA0I]

JATI5S ¢ AseL

(SINSAI INOA T8y 0) APLAI NOA ATy "APBaI MOU QJE S)[NSAI 1S9} INOK e SINSOI QAT 0} SSQUIPBAI ULIJUO))
JATI5S -1 skl

S)[NSIY Ip1aoig
‘¥ dALS

[090)0. 4 3y} yo dajS yoey 10j o(q pue Kes 0} JeyAp :$)dLS Sunsd |, ATH prdvy [enpialpu|



sBbulllas |eoluljouoN ul Bulisal AIH pldey - pidey bBunnuaswa|duw]| mmmn__wh

"JNO UNJ NOA UAYM dI0W JIOJ

919Y 3okq WINJAI SABM[E UBD NOK PUB ‘S)USI[O INO JO [[€ 0} 3SAY) IJO dM — SWOPUOD 3IJ JUIOS dIL IO SWOPUOD IPIAOI]
SIERN 7 SeL
SS1I
"SYIUOW 9-¢ Ul ATH 10} Pa1sa)-a139F 0] noK AYI] P[nom | ‘passnasip A ,0M Sy e | s JUSIO UO PIseq FurIsa)-a1 10 Padu SSNOSI(]
SIERN TSeL
juouean)

98eoous ‘oanisod-ATH st 1ouped J o
SLS 10} pajeas) pue pajsal 1on e

papaau se Jqd IN0qe 10J00p 0} e e
dd1d Inoqe 103100p 01 B, e

s1oured xas JO JoquNU AONPAY e
A[1091100 pue A[JUQ)SISUOD SWOPUOD 3S(] e

s1oupred

UM I9[1050) ATH 10 P19l 10D e

“IOUJO OB )M ‘QUUI) SWIES Y} Je SINSAI 159} ATH INOA ured] nok jeyy os ‘roupred SIOIARUQDQ [BNXS AYSLI SSO] 9S00Y) e
INOA YIm I0Uja3031 Sunsa) 1oj uondo ue s Iy ¢ 3unsa) ATH Jomaed 1o sa[dnod Jo p1esay noA dABH e -oAnESOU
Jurege ssnosip 0} 9Y1] P[nom noX jey) ysu urewas Juat[o diay [1m eyl mco.ﬂmsoc
ATIH InoA 1noqe SurgiAue 919y} ST “SINSaI 1s9) ATH INOA INOGe UOIIBULIOJUI 9I0W JABY 9M JBU} MON e Q0IOJUISI PUB UOISSNOSIP YSLI JISIAQY
JAT5S ¢ AseL

({,SINSAI 39S} PIAISOAI 9A, NOA JBY) MOU ‘[99] NOA Op MO e

(SINSAI INOA pue)SIOpUN NOK O(] SI[NSAI JIAY) 0} UONOLBAI S JUSID d1o[dxyg
JATI5S -1 skl

S)[NSIY dY) U0 paseq Ue[ UOI}UIAILJ PUE Yudu}edL, ‘dae) & dojard(q
‘S dALS

senplAipu| aAneBaN-AIH — sdas synsay

[090)0. 4 3y} yo dajS yoey 10j o(q pue Kes 0} JeyAp :$)dLS Sunsd |, ATH prdvy [enpialpu|



sPullleas |eolul|joUON ul Bulisal AIH pldey - pidey bBunuswoajdw]| mmmn__mK

{SI99M MY B UI nOK Im
dn-mo[[0] pue UOTIBULIOJUT JOBIUOD INOA 9] | UB)) "NOA Y3IM O S I8} JI NOA 0} IN0 YoBaI 0} 1| OS[8
p.I ‘uaunurodde 1noA 3das noA J1 93s 0] SYoam MmaJ © Ul Jopraoid axeoyireay o) 108309 0} U103 W, |

‘pa9u nOA SAI1AISS 9 3035 noA d[oy 0} pue TerIofar Aw Yim qol poos & ouop 9A,J 2InS eW 0} JOPIO U] e oSeyur| yoel],

JAISS ‘TIsel

SIOTAIQS [RIOIARYSQ PUE [BIOOS ISYIO) o

90UQ[OIA JIISAWOP I0/pUE ISnNqe
20uB)SqQNS “YPeaY [BIUSW JOf SUI[OSUN0)) e

SOOIAISS J[Bay 9ANONpoIday e
SUOTJUQAISIUI [RIOIABYSY e
JuoUIRA) J0/pue SUIUSAIOS (IS e
ATH 10J Sunsal-oy e

3unsal ATH so[dnoo 1o 1ouped e

ddid e

‘PaIvo1pul S km&\mk PUD §2214498 JUDAD[o4 SSNIST(] ddd e

*Inny oY} Ul ATH Suniad wog noA juaAaxd pue ‘gpes ‘Ayieay Aels :9pNJoul S[BLIJo1

noA djoy ueo jey) SIJIAISS [RUOIIPPE JWOS 0} NOA I9JAI 0} Y] P[NOM | ‘ABPO} UOISSNISIP INO UO Paseq e o[qissod pajesIpur se S[eidjal eI
A0S TeL

SIJIAIIS [CIOIABYIY PUE [BIDOS “A1B)) [BIPIJA] YA YUI] PUR JJY

‘9 dAIS

[090)0. 4 3y} yo dajS yoey 10j o(q pue Kes 0} JeyAp :$)dLS Sunsd |, ATH prdvy [enpialpu|




sBbulllas |eoluljouoN ul Bulisal AIH pldey - pidey bBunnuswa|duw]| mmmn__vh

‘snowAuoue noA sdoay jey) Aem B UI 0S Op [[IM A9t Inq ‘arnsodxa [enuasjod I19y) Jn0qe MOUY W)

19] pue suosiad 95} 108IU0 [[IM AJY [, "PIsodxd uaaq 2ABY 1YSIW OYM JNOQE NOA [IIM SUOISSNOSIP
QWIOS dABY [[IM OYM 2ANRIUASAIdaT s901AT0S Jaulted Ino 3rm nok yurp 03 Suto3 w, ] ‘aAnIsod

- AIH OS[e dJe A9y} JI JUSWILAL) PUB AIBD UI PI[[0IUS PUB Pa)sd) 303 03 doueyd 9y} sey pasodxo udaq
9ARY JYSTW OYMm QUOAUR Jey) Juepodu S 1] "PIOdJul aq OS[e JYSIU OYM [[IIM JOBIUOD OJUL QW0 A NOA
OyM INOqe Jury) 0} 1e)s am Jey) Juerrodurr A19A 11 ‘Aepo) SANISOd-A [ SeM J[NSaI 1S3) IN0A asneddg e |  s9o1AIdS Joulted 10J sasse001d noqe wiojuy

TATS TYEET,

"snuIwW ()7
Ul 359} PU0OD3S SIY) WO SINSAI Y} ABY [[IM A\ "ABPO} 219y 159} A[H pides Juaiapjip
‘I9UIOUR 1ONPUOD [[IM T ‘APOInb 3[nsal SIY} noA 3035 03 J9pIO U] }[NSAI STY) JO UOLIBULIJUOD IO 1S9}
JOUJOUR JONPUOD 0} PAAU [[IM IM ‘TIAIMOH "9JeINdde AIdA SI ABPO) 3[NSAI 1S} INOK ‘PIASSNISIP IM Sy
:3u1ysay dn-mojjof 10f aj1s-uo (yo1OV.40)) 1521 prdo. puodas jonpuo,) Sunso) dn-mofqog 103 sdals 1Xau U0 ASIAPY
JATISS TIseL

"UO U0 2.40f0q SP22U IDIPAUIUL] A1DY] OF PUSIID ‘UOLIODA.L S, JUD1]D DY) 2.10]dX2 O] 2IUIJIS 3S/)
(SINSAI 3SAY) PIAIIIAI 9A,NOA JRY) MOU “[93] NOA Op MOJ] e

{SHNSAI INOK pueISIOPUN NOK O]  ® S)[NSI 0} UOTOBAI S JUAI[D dI0[dX7

JATIS TOISeL

S)[NSIY dY) U0 paseq Ue[ UOI}UIAILJ PUE Yudu}edL, ‘dae) & dojard(q
‘S dALS

S|enpIAIPU 2AISOd-AIH — Sda)g s)nsey

[090)0. 4 3y} yo dajS yoey 10j o(q pue Kes 0} JeyAp :$)dLS Sunsd |, ATH prdvy [enpialpu|




sPullles |eolul|ouoN ul Bulisal AIH pldey - pidey bBulnuaswo|duw] mm@&_mh

"JNO UNJI NOA UAYM dI0W JIOJ

919y YoBQ UINJI SABM[E UBD NOA PUB ‘SIUSL[O INO JO [[B 0} 9SOy} JIJJO 9M — SUIOPUOD 991J SWIOS 9I8 IO o SWOPUOD SPIAOI
A0S ‘TeL

{SPaMm JO 91dNnod 1XaU 9S9Y) UI NOA
woddns d[oy ued oym ‘Ugim s}nsal In0A dIeys 0} OYI] P[NOM NOA oYM 9JI[ INOA Ul SU0SIdd Q1Y) Iy e 110ddns 3unyes pue 9InsooSIp SSNOSI
SCIRGN 9SeL

Pa1s9} 9q 03 sromed o3eInoouy e
s1oured Xxos JO JoquNU AONPAY e

"I9U}29301 10q NOA 1S9) UBD om pue ‘FUIosunod pue
3unsa) ATH so1dnoo 10y siouied INOA YIIM UI WO UBD NOA JO “TWAY) 0] S}[NSAI INOA 9SO[OSIP UBD NOA

‘Kepo) s)nsar oA jnoqe sioupred INOA YPIM UOISSNOSIP & SurARY 9[qeM0Jwod d1e nok 1 ‘ojdwexs 10 e stouyred
M 10730503 ATH 10J PAIsd} 100) e

A[1091100 pue A[JUQ)SISUOD SWOPUOD 3S(] e

‘uoIssrwsue) juaaaxd

[11M Jey) SUOISIOap yim noA 1oddns ues [ moy pue ‘noA 10J 9suas Jsouw Ay} dew JyYSIw Jeym Jnoqe SIOIABYDQ [eNXaS AYSLI SSO] 500D  »
S[ury) 03 noK oYI] P{nom T Inq ‘Aepo} UOISSNISIP SIY} YSIUL} 0) QABY }, UOP A\ "SIOYIO 0} UOISSTWISULI) uoISSIsue) JudAdId [[1m Jey) SuoIsIoap
JO S[SLI 90NPaI UBd dM MOY INOqe Y[e) 03 Juepodwr os[e s J1 Inq INOqe JUIY) 03 JO] & ST ST} MOUY | 9210JUISI PUR UOISSNOSIP YSLI JISIADY
SISO CSEL

1apraoad ared ATH Ypim

'SOOIAIDS 2180 ATH {HiM d5exul] PassaIppe 2q UL SANSSI Py JOYIO o

areyioey d[oy Ued [ puB ‘NOA J0J 152q JI0OM P[NOM JBUM INOQR Y[B) S, 197 "UONIJul ATH InoA SuiSeuew

Joj yuepiodwir oq Aeur Jey) SaNSSI Y38 JOYJO SSNOSIP OS[B UBD NOA “19p1A0id [BOIpSW B Y)M payul] noA 103U0] AAI] ATH WM o[doad djoy
108 om UdYA\ "3J1] AyI[eay pue Suo & 9AI] noA d[ay ued pue ‘siaupred 1010 0) uoIssIwsue) JudAdid ued pue UOISSIWISUR JUSAAI URD JUSWIRALL o
Juouneal], *9[qIssod Se U0OS Sk SAJIAISS JUSUIJBT} PUB 91D A [H SSO00€ 0} noA 10j jueytoduwil AI9A ST} e :JUSWIIEAI) PUB 018D AH SSOJ0® 0} ASIAPY
NS IRGIN Fosel

S)[NSIY AY) U0 pPaseq Ue[J UOIJUIAILJ PUE YudW}LdL, ‘dae) & dojard(q

‘S dATLS

[090)0. 4 3y} yo dajS yoey 10j o(q pue Kes 0} JeyAp :$)dLS Sunsd |, ATH prdvy [enpialpu|




sBbulllas |eoluljouoN ul Bulisal AIH pldey - pidey bBunnuswa|duw]| mmmn__wh

{SI9M MY B U oK M

dn-mo[[0] pue UOTIBULIOJUT JOBIUOD INOA 9B} | UB)) "NOA YIM O S I8} JI NOA 0} IN0 YoBaI 0} AI[ OS[8
p.I 1usugurodde moA 1doy noA J1 99s 01 Seam M & ur Jopraold a1ed ATH 9y} 10.IU0d 0} SU103 W, |
‘pasu noA ared ay} 393 noA djoy 03 pue ‘[errojar Aw Yim qol poo3 € auop 9A ] 9InS OBW 0} JOPIO U] e o8eyur Yol

TATS T,

SIOTAIOS [RIOIARYSQ PUE [BIOOS ISYIO) o
9OUQJOIA JIJSSWOP JO/PUE ‘dsnqe
20uB)SqQNS PP ey [BIUSW JOf SUI[OSUN0)) e

SQOTAISS YI[eaY SANONpoIday e

‘D2IDIIPUL SD A2[oA PUD SII1AAIS JUDAD]IA SSTTOST
palboipH! ol p : HUPA3L 'a SUOT)UQAIOIUI [BIOTARYQY e

"UOISSIWISUeI)

ATH 1u9A21d 0} paou noA sJ00} aY3} NOA SAIS pue ‘Qes ‘Ayi[eay Aels noA d[ay [[1m ey} ‘01 NoA JUSUIEAI} JO/PUE BUILAIOS . PUE (LS @

10J21 01 ANI[ P[NOM [ SIDIAIIS [RUOTIIPPE SWIOS I dI3Y) ‘KePO) UOISSNOSIP INO UO paseq ‘A[[eulj puy e 3unsa} ATH $91dnod 1o Jouyed e

*AIH 01 pasodxa uaaq aaey Aew oym siouped snoraard SIOTAISS JouMed e

1N0Qe NOA 0 B} [[1M oYM “ISITeI0adS S901AISS Joulred 9)1S-UO INO YPIM J[€) 0} NOA I OS[e P[NOM | e JUSUIBDT) PUR Q18D AT
"SQOTAISS 918D ATH OIUI Pad[UI] NOA 393 [[IM OUym pue ‘Furisa) :9pNJoul S[BLIJo1
dn-Mmo[[0J 10NpUOD [IM OUM IST[R10adS 218D ATH UB 0} NOA J9Ja1 0} SUIOF WL, ] “PASSNOSIP 9ABY M SY e o1qrssod ¢pajedIpur se S[elIdJaI eI
SR TISEL

SIIIAIIS [BAOIARYIE PUE [BII0S dI8)) [BIPIJA] YIM YUI'] PUB IJY

‘9 dAIS

[090)0. 4 3y} yo dajS yoey 10j o(q pue Kes 0} JeyAp :$)dLS Sunsd |, ATH prdvy [enpialpu|




APPENDIX D
PROTOCOL CARD—Rapid HIV Testing for Couples Testing Together
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Testing Together Rapid HIV Testing Protocol

Introduce Testing Together and
Obtain Concurrence

Prepare For and Conduct Rapid HIV Test
(SURE CHECK - 15 minute read time)

Explore Couple’s Relationship

Discuss HIV Risk Concerns and
Reasons for Seeking Testing Together

Discuss Couple’s Agreement

Provide Initial Results and Follow Protocol for
Second Rapid Test

(OraQuick - 20 minute read time)

Develop Care, Treatment, and
Prevention Plan Based on Results

Refer and Link with Medical Care,
Social and Behavioral Services
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APPENDIX E
PROVIDER FLIP CARD—Rapid HIV Testing for Couples Testing Together
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Testing Together Rapid HIV Testing Provider Flip Card

Testing Together Protocol

2 Prepare For and Conduct HIV Test
(SURE GHECK - 15 minute read time)

3 Explore Couple’s Relationship

4 | Discuss HIV Risk Concerns and Reasons for Seeking Testing Together

6 Provide Initial Results and Follow Protocol for OraQuick Test

7 Develop Care, Treatment, and Prevention Plan Based on Results

testin
ﬂ logellgor

Introduce yourself and describe your role as counselor.

Explain Testing Together and discuss benefits.

Describe conditions for receiving Testing Together.

e Partners agree to discuss HIV risk issues and concerns together.
e Couple is willing to receive results together.

e Couple commits to shared confidentiality; they agree to make disclosure
decisions together.

Address expectations, roles, and responsibilities of couple.
Provide session overview.
Obtain concurrence to receive Testing Together.

testin
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Testing Together Rapid HIV Testing Provider Flip Card

STEP 2

Prepare For and Conduct Rapid HIV Test (10-20 minute read time)

Explain process of conducting rapid HIV test.

Explain meaning of positive and negative results, including:

¢ Need for second type of rapid test if positive

¢ Need for re-testing if negative

Explain possible results for couple

¢ Both may be HIV-negative

¢ Both may be HIV-positive

e One may be HIV-positive and the other may be HIV-negative
Obtain consent to test (if required)

Collect specimens and conduct rapid HIV tests

STEP 3

Explore Couple’s Relationship

Establish nature and duration of the couple’s relationship
Summarize and reflect on the couple’s history and their current situation

e Focus on strengths in the relationship
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Testing Together Rapid HIV Testing Provider Flip Card

STEP 4

Discuss the Couple’s HIV Risk Concerns and Reasons for Seeking
Testing Together

Review how the couple decided to receive Testing Together
Assess the couple’s feelings associated with receiving Testing Together

Assess the couple’s knowledge of HIV and how it is transmitted; when discussing
HIV risk:

o Use abstract language
¢ Remind couple to focus on present and future
Address indicators of increased risk in couple’s relationship

Summarize the discussion and provide motivation and support for addressing HIV
risk issues.

Explain concept of agreements in a couple’s relationship

Ask couple if they have an agreement

¢ |If yes, encourage couple to describe what their agreement looks like; what are
the terms of their agreement

¢ If no, encourage couple to talk about terms of an agreement they might like to
have

Note the relationship between agreement and HIV risk

Engage couple in a role play around how they would like to find out if one partner
violated the terms of the agreement

Summarize discussion and reinforce couple’s ability to talk openly about their
agreement

testin
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Testing Together Rapid HIV Testing Provider Flip Card

STEP 6

Provide Initial Results, if + Follow Protocol for OraQuick Test

Confirm readiness to receive results
Provide clear explanation of results

CONCORDANT NEGATIVE:

“Your results are the same. You are both HIV-negative. The tests did not detect
HIV antibodies.”

CONCORDANT POSITIVE:

“Your results are the same. You are both HIV-positive. The tests detected HIV
antibodies. We will now provide additional testing to make sure.”

DISCORDANT: deliver HIV-positive test result first.

“Your test results are different. You are HIV-positive, which means the test
detected HIV antibodies. We will now provide additional testing to make sure.”

STEP 7

Develop Care, Treatment, and Prevention Plan Based on Couple’s
Results

CONCORDANT NEGATIVE
Explore couple’s reaction to results
Advise on how to keep both partners HIV-negative

¢ Revisit sexual agreement and reinforce decisions that will help couple remain
negative

e Emphasize condom use and reducing number outside partners
e Discuss pre-exposure prophylaxis (PrEP), if appropriate
Discuss need for re-testing

e |If recent exposure, re-testin __ weeks

¢ If no recent exposure, re-test in 6-12 months
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Testing Together Rapid HIV Testing Provider Flip Card

STEP 7

Develop Care, Treatment, and Prevention Plan Based on Couple’s
Results

CONCORDANT POSITIVE
Explore couple’s reaction to results
Encourage mutual support and diffuse blame
Advise to access care and treatment for HIV
e Treatment can prevent transmission and help people with HIV live longer

e Other health issues can be discussed with HIV care provider to keep couple
healthy

Advise on how to prevent HIV transmission

e Revisit sexual agreement and reinforce decisions that will prevent transmission
e Emphasize condom use and reducing number outside partners

e Encourage outside partners to be tested

Discuss disclosure and getting support

Discuss pregnancy status and desires as needed

STEP 7

Develop Care, Treatment, and Prevention Plan Based on Couple’s
Results

DISCORDANT
Explore couple’s reaction to results
Review discordance
Encourage mutual support and diffuse blame
Advise to access care and treatment for HIV
e Treatment can prevent transmission and help people with HIV live longer
e Pre-exposure prophylaxis (PrEP) can pre-vent HIV acquisition in the negative
partner
Advise on how to prevent HIV transmission
e Revisit sexual agreement and reinforce decisions that will prevent transmission
e Emphasize condom use and reducing number outside partners
e Encourage outside partners to be tested
Discuss need for re-testing HIV-negative partner
Discuss disclosure and getting support
Discuss pregnancy status and desires as needed
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Testing Together Rapid HIV Testing Provider Flip Card

STEP 8

Refer and Link with Medical Care,
Social and Behavioral Services

CONCORDANT NEGATIVE

Link the couple with appropriate follow-up services based on their situation and
needs, including:

PreP

STI screening and/or treatment

Behavioral interventions

Reproductive Health

Re-testing for HIV

Counseling for mental health, substance abuse, domestic violence

STEP 8

Refer and Link with Medical Care,
Social and Behavioral Services

CONCORDANT POSITIVE

Link the couple with appropriate follow-up services based on their situation and
needs, including:

HIV care and treatment

STI screening and/or treatment
TB screening

Partner services

Behavioral interventions
Reproductive Health

Counseling for mental health, substance abuse, domestic violence
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Testing Together Rapid HIV Testing Provider Flip Card

STEP 8

Refer and Link with Medical Care,
Social and Behavioral Services

DISCORDANT

Link the couple with appropriate follow-up services based on their situation and
needs, including:

HIV care and treatment

STI screening and/or treatment

TB screening

Partner services

PreP

nPEP

Behavioral interventions

Reproductive Health

Re-testing for HIV

Counseling for mental health, substance abuse, domestic violence
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APPENDIX F
SCRIPTS—Rapid HIV Testing for Testing Together
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Chembio® SURE CHECK HIV 1/ 2 Assay Test

I. PURPOSE AND PRINCIPLE OF THE TEST

The Chembio SURE CHECK ® HIV 1/2 assay is a single-use immunochromatographic
test for the detection of antibodies to Human Immunodeficiency Virus Types 1 (HIV-1)
and Type 2 (HIV-2) in fingerstick whole blood.

Discovered in 1983, the Human Immunodeficiency Virus is a retrovirus and identified as
the etiologic agent for the Acquired Immunodeficiency Syndrome (AIDS), and AIDS
related complex. AIDS is characterized by changes in the population of T-cell lymphocytes
that play a key role in the immune disease system. In the infected individual the virus
causes a depletion of a subpopulation of T-cells, called T-helper cells, which leaves these
patients susceptible to opportunistic infections and certain malignancies. The major routes
of transmission are sexual contact, exposure to contaminated blood products (including
sharing of contaminated syringes and needles) and mother-to-newborn transmission.
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The HIV virus consists of a genomic RNA molecule protected by a capsid and an envelope.
The HIV envelope is the major target for the humoral antibody response. The presence of
the virus in patients causes the immune system to elicit the production of antibodies. The
detection of these antibodies can be used as a diagnostic tool.

The Chembio SURE CHECK® HIV 1/2 assay utilizes immobilized antigens for the
detection of antibodies to HIV-1 and HIV-2, and is a point-of-care test to aid in the
diagnosis of infection with HIVV-1 and HIV-2.

The Chembio SURE CHECK® HIV 1/2 assay employs a unique combination of specific
antibody binding protein which is conjugated to colloidal gold dye particles, and HIV-1/2
antigens which are bound to the solid phase membrane. The capillary (fingerstick) whole
blood, is applied to the capillary tip of the Sampler of test device. The Sampler is inserted
into the Buffer, which is provided in a sealed vial. The Buffer facilitates the lateral flow of
the specimen and test reagents and promotes the binding of the antibodies to the antigen.
The specimen/buffer mixture migrates along the test strip by capillary action, reconstituting
the conjugate. If present, the antibodies bind to the colloidal gold conjugated antibody
binding protein. In a reactive sample, the dye conjugated-immune complex migrates on the
nitrocellulose membrane and is captured by the antigens immobilized in the TEST area
producing a pink/purple line. In the absence of HIV-1 and HIV-2 antibodies, there is no
pink/purple line in the TEST area. The sample continues to migrate along the membrane
and produces a pink/purple line in the CONTROL area containing immunoglobulin G
antigens. This procedural control serves to demonstrate that specimen and reagents have
been properly applied and have migrated through the device.

Il. PROCEDURAL INSTRUCTIONS

1. PREANALYTICAL

| KIT CONTENTS AND STORAGE

Material Provided
Each Kit contains the components to perform 25 tests:

1 Product Insert for the SURE CHECK® HIV 1/2 assay
25 Copies of Subject Information Notice

25 Disposable Test Stands (A)

25 Pouches, each containing:

Sampler with a Test Strip inside (B)

Buffer Vial attached to the Sampler (~ 350 pL) (C)
Sterile Safety Lancet (D)

Bandage (E)

Desiccant Packet (F)

O O O O O
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Materials required and available as an accessory to the kit

Chembio HIV Reactive/Nonreactive Controls (Catalog# 60-9549-0).
Each package contains:

1 HIV-1 Reactive Control (0.25 mL)

1 HIV-2 Reactive Control (0.25 mL)

1 Nonreactive Control (0.25 mL)

1 Package Insert Chembio Reactive/Nonreactive Controls

Materials required but not provided

Transfer Pipette/Weigh Boat set of 36 each (Catalog# 60-9549-1)
Clock, watch, or other timing device

Disposable gloves

Sterile gauze

Antiseptic wipes

Biohazard disposal container

STORAGE INSTRUCTIONS

The Chembio SURE CHECK® HIV 1/2 assay should be stored in its unopened pouch at 8
to 30°C (46 to 86°F). Do not freeze. Do not open the pouch until you are ready to perform
a test. When stored as indicated, test devices are stable until the expiration date marked on
the pouch.
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| QUALITY CONTROL |

Built-in Control Features

The control line serves as a built-in internal control and gives confirmation of sample addition
and proper test performance. A pink/purple line will appear in the CONTROL area if the test
has been performed correctly and the device is working properly.

(Please see section: Interpretation of Test Results).

External Kit Quality Control

Good Laboratory Practice (GLP) necessitates testing external control material along with the
test samples to ensure proper performance of the test Kit. Chembio HIV Reactive/Nonreactive
Controls (Catalog#60-9549-0) are available separately for use with the Chembio SURE
CHECK HIV 1/2 assay. The HIV Controls are used to verify the operator’s ability to
properly perform the test and to interpret the results. Each Reactive Control will produce a
REACTIVE Test Result and has been manufactured to produce a faint line in the TEST
area. The Nonreactive Control will produce a NONREACTIVE Test Result. Run the
Controls as per the TEST PROCEDURE and follow the instructions as described in
INTERPRETATION OF TEST RESULTS section of the procedure. It is the responsibility
of each facility using the Chembio SURE CHECK 1/2 assay to establish an adequate
quality assurance program to ensure the performance of the device under specific locations
and conditions of use.

Storage and Stability of Chembio HIV 1/2 External Controls

The Chembio HIV Reactive/Nonreactive Controls should be stored at 2 to 8°C (36 to
46°F). Do not use beyond the indicated expiration date. Open the Control Vials only
when you are performing tests. Recap and store the Control Vials in their original
container at 2 to 8°C (36 to 46°F) in the original Vial.

External control material stored at refrigerated temperatures does not need to be brought
to operating temperature (18 to 30°C: 64 to 86°F) prior to testing.

Materials Provided in External Control Box
One HIV-1 Positive Control- a red-capped vial
One HIV-2 Positive Control- a green-capped vial

One Negative Control- a white-capped vial
Package Insert

LS.
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When to perform Kit Controls under the following circumstances:

Each new operator prior to performing testing on patient specimens.

When opening a new test Kit lot.

Whenever a new shipment of test Kits is received.
If the temperature of the test Kit storage area falls outside of 8°-30°C (46°-86°).
If the temperature of the testing area falls outside of 18°-30°C (64°-86°)

After two consecutive invalid test results on a patient test.

Whenever a patient result does not correlate with clinical symptoms and when
operator/technician deems necessary.

2. ANALYTICAL

SET UP YOUR WORKSPACE

e Gather the materials you will need

o Refer to the External Quality Control section in this procedure to determine when the
Kit Controls should be run.

e Cover you workspace with a clean, disposable, absorbent workspace cover.

e PutonPPE

‘EXTERNAL CONTROL PROCEDURE

1. Open a Control Vial containing the Control Reagent. Note: The Control
Reagents are clear to straw-colored. Do not use if the Control Reagent appears
visually cloudy or discolored.

2. Remove the Buffer Vial- separate from top of Sampler and place in a
Disposable Test Stand provided with Chembio SURE CHECK® HIV 1/2
Assay.
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7.

8.

9.

a. Using a transfer pipet (order no. 60-9549-1) draw the Control Reagent into the
pipet to the position shown. To draw up the sample, squeeze the pipet bulb
very gently to avoid drawing up too much control material. NOTE: The Kit
Control reagents are clear to straw-colored. Do not use if the reagent
appears visually cloudy or discolored.

b. Carefully dispense one drop of the Control Reagent into the weigh boat or a
clean, dry surface.

c. Touch the tip of the Sampler to the drop of Control Reagent allowing the
reagent to travel into the Sampler tip.

d. Use a separate pipet and weigh boat for each Control Reagent.

With Buffer Vial in Disposable Test Stand, firmly press the Sampler tip through
foil cover. Press hard until the Device is fully seated in the Buffer Cap. It will
“snap” 3 times when properly seated.

e Snapl: through foil

e Snap 2: into the cap

e Snap 3: fully seated

Start timing- wait for 15 minutes. Read the Test Results between 15 and 20
minutes. In some cases a test line may appear in less than 15 minutes, however, 15
minutes are needed to report a Nonreactive Test result. Read Test Results in a well-
lit area. Do not read Test Results after 20 minutes.

Discard all test materials including the Test Device into a biohazard waste container.
Reseal the Control Reagent Vials and store them in their original container at 2 to 8°C
(36 to 46°F).

Repeat all steps beginning with step 1 of Control Preparation using the next
external control (Negative or HIV-1 Positive or HIV-2 Positive) device.

Record all QC on the Chembio SURE CHECK® HIV 1/2 assay QC log.

10. See Interpretation of Test Results below.

NOTE: IF the Test Result for the Nonreactive Control, HIV 1 reactive Control or HIV 2
Reactive Control is not as expected, the test should be repeated using a new Test Device
and Control Specimen. IF the HIV Control Reagents do no produce the expected results,
contact Chembio Diagnostic Systems Customer Service at (631) 924-1135 or Toll Free 1-
800-327-3635 if you are unable to obtain a valid Test Result upon repeat testing.
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| SPECIMEN COLLECTION AND TESTING PROCEDURE |

Prior to specimen collection, provide test subjects with Subject Information Notice and pre-
test counseling according to CC Guidelines for Rapid HIV Testing.

Fingerstick Whole Blood Specimen Collection: (CLIA waived testing)
Prepare to perform the fingerstick blood collection procedure.

1. Clean the finger of the person being tested with an antiseptic wipe.

2. Allow the finger to dry thoroughly or wipe dry with a sterile gauze pad.

3. Using a sterile lancet, puncture the skin just off the center of the finger and wipe
away the first drop with sterile gauze and avoid squeezing the fingertip to accelerate
bleeding as this may dilute the blood with excess tissue fluid.

4. Collect the sample from the second drop touching the Sampler tip of the device to
the drop of blood until the Sampler tip is full.

5. Test immediately, following Test Procedure Instructions

Testing Procedure

All components for the Chembio SURE CHECK® HIV 1/2 assay are ready to use as
supplied. Follow directions as indicated.

1. OPEN POUCH, REMOVE AND IDENTIFY COMPONENTS

sample filter absorbent pad

MO=c |

Test Device Buffer Cap Test Stand (clear)

Note: If Desiccant Packet is missing or if absorbent pad (at top of Sampler) is missing or if
sample filter (at bottom of Sampler) is missing, DO NOT USE. Discard device and use a
new device.

2. WRITE PATIENT ID ON STAND
3. SEPARATE BUFFER CAP FROM TEST DEVICE
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4. PLACE BUFFER CAP IN TEST STAND

4

: Stand '
On a firm surface, drop the
Buffer Cap in the Test Sample.

5. SPECIMEN APPLICATION- for fingerstick whole blood, touch blood drop with
Sampler tip until the tip is full.

6. START THE TEST
e With Buffer Cap in Stand, firmly press the Device tip
through foil cover.
e Push hard until Device is fully seated in the Buffer Cap.

It will “snap” 3 times when properly seated.
e Snap 1: through foil
e Snap 2: into cap
e Snap 3: fully seated
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7. CONFIRM DEVICE IS FULLY SEATED
e The blue line directly above the arrows must line up with the clear line in the
Stand
e You will see pink/purple Buffer solution begin to flow upwards

IF YOU DO NOT SEE PINK/PURPLE FLOW WITHIN 3 MINUTES, PUSH AGAIN
(then start timer)

Confirm

pink /purple )
flow here

CORRECT mmp
Linein
clear window

INCORRECT

8. START TIMING- WAIT FOR 15 MINUTES

NOTE: the sampler/buffer Vial should be kept 15 minutes

upright in the Test Stand
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9. READ TEST RESULTS
Read the test between 15 and 20 minutes.

Control Area

|

NOTE: Reactive Test Results (See interpretation of TeSt AI' ea
Test Results section) may be observed and read
earlier than 15 minutes. To verify a Nonreactive

Test Result, wait the entire 15 minutes.

Do not read results after 20 minutes.

| GENERAL TEST CLEAN-UP |

=

Dispose of the used test materials in a biohazard waste container.

2. When using gloves, change your gloves between each test to prevent contamination.
Throw away the used gloves in a biohazard waste container.

3. Use afreshly prepared 10% solution of bleach to clean up any spills.

| INTERPRETATION OF TEST RESULTS |

When the Chembio SURE CHECK® HIV 1/2 assay is properly performed, the appropriate
pink/purple lines will become visible. These are:

1. The CONTROL LINE- which appears closer to the top of the test strip, indicates that
specimen was adequately applied, and there was proper hydration and migration of
reagents. The control line will become visible within 15 minutes after starting the test
regardless of the HIV antibody status of the specimen.

2. The TEST LINE- which appears closer to the bottom of the test strip (below the
control line) indicates the presence of HIV-specific antibodies. The test line will only
become visible within 15 minutes after starting a valid test when HIV specific
antibodies are present at detectable levels in the specimen.

116 |Page Implementing Rapid-Rapid HIV Testing in Nonclinical Settings



® @ ® || @
Control area 5 jumml bt «—C
Test area > = 3 i
| ]
NONREACTIVE REACTIVE INVALID INVALID
1 line 2 lines No control line, Test line
or outside area outside area

NON-REACTIVE (diagram 1):

One pink/purple line in the CONTROL area, with no line in the TEST area indicates a
NONREACTIVE Test Result. A NONREACTIVE Test Result means that HIV-1 and HIV-
2 antibodies were not detected in the specimen. The test Result is interpreted as
NEGATIVE for HIV-1 and HIV-2 antibodies. However, this does not exclude possible
infection with HIV. Follow CDC guidelines to inform the test subject of the Test Result
and its interpretation.

REACTIVE (diagram 2)

Two pink/purple lines, one in the TEST area and one in the CONTROL area indicate a
REACTIVE Test Result. The line in the TEST area may look different from the line in the
CONTROL area. Intensities of the Test and Control Lines may vary. Test Result with
visible lines in both TEST and CONTROL areas, regardless of intensity, is considered
REACTIVE. A REACTIVE Test Result means that HIVV-1 and/or HIV-2 antibodies have
been detected in the specimen. The Test Result is interpreted as Preliminary POSITIVE
for HIV-1 and/or HIV-2 antibodies. Follow CDC guidelines to inform the test subject of
the Test Result and its interpretation.

INVALID (diagram 3)

A pink/purple line should always appear in the CONTROL area, whether or not a line
appears in the TEST area. If there is no distinct pink/purple line visible in the CONTROL
area, (see diagrams 1 and 2), then the test is INVALID. Any line that appears outside of the
Control Area or Test Area (see diagram 3) is an INVALID test. An INVALID test cannot
be interpreted. It is recommended that the INVALID test be repeated with a new device.

INVALID (diagram 4)

One pink/purple line in the CONTROL area, with Test line outside the TEST area, then test
is INVALID. It is recommended that the INVALID test be repeated with a new device.
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3. POST ANALYTICAL

| REPORTING RESULTS |

Test results are recorded on the patient’s medical record by using the CH-12 form. Refer to
testing procedure above. Patient result will be circled to indicate that the test kit built in
internal control performed properly (pink/purple line at “C” area and background clear).

| MEDICAL MANAGEMENT |

Follow specific Department for Public Health Core Clinical Service Guide for Medical
Management.

| WARNINGS |

For IN VITRO Diagnostic Use

1.

2.

Read the package insert completely before using the product. Follow the

instructions carefully as not doing so may result in inaccurate Test Results.

Users of this test should follow the CDC Universal Precautions for Prevention of
Transmission of Human Immunodeficiency Virus, Hepatitis B Virus, and other
Blood-borne Pathogens.

Use of this test Kit with specimens types other than specifically approved for use
with this device may result in inaccurate Test Results.

This test is CLIA-waived for use only with fingerstick whole blood and
venipuncture whole blood samples.

This test should be performed at 18°- 30°C (64°- 86°F). If stored refrigerated, ensure
that the pouch is brought to operating temperature before performing testing.

If the test kit is stored at temperatures outside the storage temperature 8 to 30°C (46
to 86°F), or used outside the operating temperature 18 to 30°C (64 to 86°F), use the
Kit Controls to ensure proper performance of the test.

Individual infected with HIV-1 and/or HIV-2 who is receiving highly active
antiretroviral therapy (HAART) may produce false negative results.

PRECAUTIONS |

Safety Precautions

1

2.

. Handle the specimens and materials contacting specimens as if capable of

transmitting infection.

Do not drink, eat, or smoke in areas where specimens and kit reagents are
handled. Avoid any contact with hands, eyes or mouth during specimen collection
and testing.

Wear protective clothing such as laboratory coats, disposable gloves and eye
protection when handling specimens.

Dispose of all specimens and materials used in the test procedure in a biohazard waste
container. Lancets should be placed in a puncture-resistant container prior to
disposal. The recommended method of disposal of biohazard waste is autoclaving
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for a minimum of 1 hour at 121°C. Disposable materials may be incinerated. Liquid
wastes may be mixed with appropriate chemical disinfectants. A freshly prepared
solution of 10% bleach (0.5% solution of sodium hypochlorite) is recommended.
Allow 60 minutes for effective decontamination. NOTE: Do not autoclave solutions
that contain bleach.

For additional information on biosafety, refer to “Universal Precautions for
Prevention of Transmission of Human Immunodeficiency Virus, Hepatitis B
Virus, and other Blood-borne Pathogens™ and “Updated U.S. Public Health Service
Guidelines for the Management of Occupational Exposures to HBV, HCV, and HIV
and Recommendations for Postexposure Prophylaxis”.

Use 10% bleach or other appropriate disinfectant to wipe all spills. The bleach
solution should be made fresh each day.

Handling Precautions

1. The Chembio SURE CHECK® HIV 1/2 Assay device has a sample filter in the lower
part of the device and an absorbent pad in the upper part of the device within the barrel
that encloses the test strip. Confirm the presence of the sample filter and absorbent pad
prior to performing the test. If either is missing, DO NOT USE.

2. Do not use any device if the pouch has been perforated. Do not use the device if
the Desiccant Packet is missing.

3. Each device is for single use only.

4. Do not use the reagents beyond the expiration date printed on the pouch. Always
check expiration date prior to testing.

5. Do not mix reagents from different lot numbers of Kits.

6. To ensure accurate Test Results, the Sampler must be inserted into the Buffer Vial
immediately after the sample application.

7. Adequate lighting is required to read the Test Results.

| LIMITATIONS

1. The Chembio SURE CHECK® HIV 1/2 test must be used in accordance with the
instructions in the Package Insert to obtain an accurate result.

2. The Chembio SURE CHECK® HIV 1/2 Assay must be used with capillary
(fingerstick) or venous whole blood (for CLIA Waived Testing) only.

3. Reading Nonreactive Test Results earlier than 15 minutes or any Test Result later
than 20 minutes may yield erroneous results.

4. Do not open the sealed foil pouch until just prior to use.

5. Do not use Kit contents beyond labeled expiration date.

6. For the collection of the fingerstick whole blood specimen, ensure that the finger is
completely dry before performing fingerstick.

7. Read results in a well-lit area.

8. A Reactive Test Result using the Chembio SURE CHECK® HIV 1/2 test suggests

the presence of antibodies to HIV-1 and/or HIV-2 in the specimen. The Chembio
SURE CHECK® HIV 1/2 Assay is intended as an aid in the diagnosis of infection
with HIV-1/2. AIDS and AIDS-related conditions are clinical syndromes and their
diagnosis can only be established clinically.
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9. For a Reactive Test Result, the intensity of the test line does not necessarily
correlate with the titer of antibody in the specimen.

10. A person who has antibodies to HIV-1 or HIV-2 is presumed to be infected with
the virus, except that a person who has participated in an HIV vaccine study may
develop antibodies to the vaccine and may or may not be infected with HIV.

11. A Nonreactive Test Result does not preclude the possibility of exposure to HIV or
infection with HIV. An antibody response to recent exposure may take several
months to reach detectable levels.

12. This assay has not been evaluated for newborn screening, cord blood specimens, or
individuals less than 13 years of age.

| PROBLEM SOLVING

If the correct control results are not obtained, do not report patient results. The test should
be repeated using a new Test Device and Control Specimen. If the HIV Control Reagents
do not produce the expected results, contact Chembio Diagnostic Systems Customer
Service at (631) 924-1135 or Toll Free 1-800-327-3635 for Technical Assistance.

I11. REFERENCES

Centers for Disease Control and Prevention (CDC), Department for Health and Human
Services, “Quality Assurance Guidelines for Testing Using Rapid HIV Antibody Waived
Under the Clinical Laboratory Improvement Amendments of 1988,

http://www.cdc.gov/hiv/topics/testing/resources/guidelines/qa_guide.htm, July 24, 2007

SURE CHECK® HIV 1/2 Assay Kit package insert, Chembio Diagnostic Systems, Inc.,
3661 Horseblock Road, Medford, NY 11763; 10-6207-0 Rev 3 April 2016

Chembio HIV Reactive/Nonreactive Controls HIV Rapid Test Control Pack, Chembio
Diagnostic Systems, Inc., 3661 Horseblock Road, Medford, NY 11763; 10-6187-0 Rev 10
April 2016

IV. AUTHOR
Robin Cotten, MT (ASCP) June 2016
Linda Dailey MT (ASCP) September 2013
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V. PROCEDURE POLICY, APPROVAL AND REVIEW PROCESS

=

The procedure is to be placed in the SOPM.

Each procedure will be initially reviewed and approved with signature by the Director
prior_to implementation.

Each procedure will be reviewed annually and as needed for necessary revision. Any
modification will be reviewed and approved as stated in #2 above.

Implementation of new or revised procedures must be communicated to all testing
personnel prior to the implementation date. The Director must document that each of
the testing personnel (by individual name) have been made aware of the procedure
changes, revision implementation date and been trained as necessary.

Any associated logs, specimen collection instructions or other documents related to the
procedure change must be initiated.

Each procedure must have a master file. The master file serves as the documented
history of the procedure, showing all revisions and the dates used and discontinued or
retired.

The master file must be maintained for a least two (2) years from last date used.

V1. APPENDIX
Chembio SURE CHECK HIV-1/2 QC log

VIil. PROCEDURE HISTORY

Revision | Initials: | Pages Affected: Description of Change(s):

Date:
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Chembio SURE CHECK® HIV 1/2 Assay Control Log

**Begin a new log with each new lot number of testing kits**

Reagent Name: SURE CHECK® HIV 1/2 Kit Lot #: (from box) Exp. Date:
Control Name: SURE CHECK® HIV 1/2 Lot#: (from box) Exp.Date:
External Controls: Lot #( on bottle of control Mfg Exp Date Date Opened

Chembio SURE CHECK material)

Nonreactive Control

HIV-1 Reactive Control

HIV-2 Reactive Control

Reason for
Date Control Nonreactive Control HIV -1 Reactive Control | HIV-2 Reactive Control

v Int«larrlal” \ Internal \' Internal
Sinkipurple control (°C” control (“C7) o |

Iri)ne pFr)eStEnt— Result pink/purple Result line present- Result

backaround line present- background

c|2ar) background clear) Comments- Corrective
clear) Actions

Reason for running controls: SCH- scheduled; OP- new operator; LOT- new test kit lot #; SHIP- new ship date; STORE- temp out of range;
TEMP- temperature of testing area out of range; OTHER-Other, please describe

Site Coordinator: Date:
Lab Director: Date:
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Laboratory Director:

Sign & Dae
Site Coordinator:

Sign & Dae

Procedure approved for initial implementation on

Date

( )Reviewed ( ) Revised:

Director Initial & Date

( )Reviewed ( ) Revised:

Director Initial & Date

( )Reviewed ( ) Revised:

Director Initial & Date

( )Reviewed ( ) Revised:

Director Initial & Date

( )Reviewed ( ) Revised:

Director Initial & Date

Health Department:

OraQuick Advance
Rapid HIV 1/2 Antibody Test
PROCEDURE INSTRUCTIONS

|. PURPOSE AND PRINCIPLE OF THE TEST

The OraQuick ADVANCE © Rapid HIV-1/2 Antibody Test is a manualy performed, visualy read,
20 minute immunoassay for the qualitative detection of antibodies to HIV-1 and HIV-2 in human
oral fluid or whole blood obtained from a finger puncture. The OraQuick ADVANCE ® rapid test is
comprised of a single-use test device and a single-use via containing a pre-measured amount of a
buffered developer solution. Each component is sealed in separate compartments of a single pouch
to form the test. The OraQuick ADVANCE ® rapid test utilizes a proprietary lateral flow
immunoassay procedure. The device plastic housng holds an assay test strip comprised of severd
materials that provide the matrix for the immunochromatography of the specimen and the platform
for indication of the test results.

The assay test strip, which can be viewed through the test device result window, contains synthetic
peptides representing the HIV envelope region and a goat anti-human 1gG procedural control
immobilized onto a nitrocellulose membrane in the Test (T) zone and the Control (C) zone,
respectively.
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An oral fluid specimen is collected using the flat pad on the test device, followed by the insertion of
the test device into the vial of developer solution. A fingerstick whole blood specimen is collected
and transferred into the vial of developer solution, followed by the insertion of the test device. The
developer solution facilitates the flow of the specimen into the device and onto the test strip. As the
diluted specimen flows through the device, it rehydrates the protein-A gold colorimetric reagent
contained in the device. As the specimen continues to migrate up the strip, it encounters the “T”
zone. If the specimen contains antibodies that react with the antigens immobilized on the
nitrocellulose membrane, a reddish-purple line will appear, qualitatively indicating the presence of
antibodies to HIV-1 and/or HIV-2 in the specimen. The intensity of the line color is not directly
proportiona to the amount of antibody present in the specimen.

Further up the assay srip, the sample will encounter the “C” zone. This built-in procedural control
serves to demonstrate that a specimen was added to the via and that the fluid has migrated
adequately through the test device. A reddish-purple line will appear in the “C” zone during the
performance of al valid tests, whether or not the sample is positive or negative for antibodies to
HIV-1 and/or HIV-2 (refer to the Test Result and Inter pretation of Test Result section below).

The test reaults are interpreted after 20 minutes but not more than 40 minutes after the introduction
of the test device into the developer solution containing the test specimen. No precision pipeting,
predilutions, or speciadized instrumentation are required to perform the OraQuick ADVANCE ®
Rapid HIV-1/2 Antibody Test.

I[I. PROCEDURAL INSTRUCTIONS

1. PREANALYTICAL

| KIT CONTENTSAND STORAGE

Material Provided

e Divided Pouches, each containing:

Test Device (1)

Absorbent Packet (1)

Developer Solution Vial (1)

Reusable Test Stands

Specimen Collection Loops ; .

Subject Information Pamphlets = i‘ S = i

Package Insert I\ﬁ W

Customer Letter "‘,.a(- H{mﬂama "nq-m-
Asargent Packe! Window
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Materialsrequired and available as an accessory to the kit
OraQuick ADVANCE® Rapid HIV-1/2 Antibody Test Kit Controls:

Package contains HIV-1 Positive Control (1 vial, black cap, 0.2 mL), HIV-2 Positive Control (1 via,
red cap, 0.2 mL) and Negative Control (1 vial, white cap, 0.2 mL), and a Package Insert

Materialsrequired but not provided

Timer or watch capable of timing 20 to 40 minutes
Clean, disposable, absorbent workspace cover
Personnel Protective Equipment

Biohazard waste container

For Fingerstick samplesthefollowing additional material arerequired

e Antiseptic wipe
e Serilelancet to obtain afingerstick whole blood specimen
e Serile gauzepads

STORAGE INSTRUCTIONS

Store unused OraQuick ADVANCE® Rapid HIV-1/2 Antibody Tests unopened at 2°-27°C (36°-80°F).
Do not open the Divided Pouch until you are ready to perform atest. If stored refrigerated, ensure
that the Divided Pouch is brought to operating temperature (15°- 37°C, 59°- 99°F) before opening.

[ QUALITY CONTROL

Built-in Control Features

The OraQuick ADVANCE® Rapid HIV-1/2 Antibody Test has a built-in procedural control that
demondrates assay validity. A reddish- purple line in the Control (“C”) area of the Result Window
indicates that a specimen was added and that the fluid migrated appropriately through the Test
Device. The Control line will appear on al valid tests, whether or not the sample is reactive or non-
reactive. (Refer to Test Result and Interpretation of Test Results section below.)
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External Kit Quality Control

OraQuick ADVANCE® Kit Controls are human plasma-based reagents. The Kit Controls are available
separately for use only with the OraQuick ADVANCE® Rapid HIV-1/2 Antibody Test. The Kit
Controls are specifically formulated and manufactured to ensure performance of the Test, and are
used to verify your ability to properly perform the test and interpret the results. The HIV-1 and
HIV-2 Positive Controls will produce a Reactive test result and have been manufactured to produce
avery faint Tes (“T") line. The Negative Control will produce a non-reactive test result. (Refer to
Test Result and Interpretation of Test Result section below.) Use of kit control reagents
manufactured by any other source may not produce the required results, and therefore, will not meet
the requirements for an adequate quality assurance program for the OraQuick ADVANCE® Rapid
HIV-1/2 Antibody Test.

Storage I nstructions for the OraQuick ADVANCE External Controls

Store the OraQuick ADVANCE Rapid HIV-1/2 Antibody Test External Kit Controls at 2-
8°C (36-46°F). Do not use the Kit Controls beyond the expiration date printed on the outer
carton or 56 days beyond opening the vias, whichever date comesfirst. Open the Kit Control
vials only when you are performing tests. Recap and storethe vials in their original container
at 2-8 °C (36-46°F) after use. Document Use by date (8 weeks out) on controls when opened.
Dispose of unused portions of opened Kit Control vials after eight (8) weeks.

Materials Provided in External Control Box
1. OneHIV-1 Postive Control- ablack-capped vial
One HIV-2 Pogtive Control- ared-capped vid

2.
3. One Negative Control- awhite-capped vial
4. Package Insert

Materials Required and Provided in the OraQuick ADVANCE Rapid HIV-1/2 Antibody Test
Kit
1. (2) Divided Pouches each containing (1) Test Device, (1) Absorbent Packet, and (1)

Developer Solution Vial.
2. Reusable Test Stands
3. Specimen Collection Loops
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When to perform Kit Controlsunder thefollowing cir cumstances

e Each new operator prior to performing testing on patient specimens.

e When opening anew test kit lot.

e Whenever anew shipment of test kitsis received.

e |f the temperature of the test kit storage area falls outside of 2°-27°C (36°-80°).
e |f the temperature of the testing area falls outside of 15°-37°C (59°-99°)

e After two consecutive invalid test results on a patient test.

e Whenever a patient result does not correlate with clinical symptoms and when
operator/technician deems necessary.

2. ANALYTICAL

SET UP YOUR WORKSPACE

e Gather the materials you will need

e Allow thetest kit to cometo operating temperature (15°-37°C; 59°-99°F) before use.
Refer to the Externd Qudity Control section in this procedure to determine when the Kit
Controls should be run.

¢ Cover you workspace with aclean, disposable, absorbent workspace cover.

e Set an OraQuick Advance Reusable Test Stand up on your workspace cover. Use only the
stand provided.

e PutonPPE
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| CONTROL PREPARATION AND REQUIRED PAPERWORK

Remember to set-up one test at a time when preparing to run external controls. Alwaysrun the
Negative control first to prevent detectable cross contamination between the negative and

positive external control.

1.
2.

3.

© N

12.

13.

14.

Remove the external controls from the refrigerator.

New lot of control material- Write the date opened on the box of

controls (ex: Open Date: 09/03/10).

Count 8 weeks (56 days) from date of opening and write that

new expiration date (use by date) on box (ex: Use by Date:

10/28/10).

Current lot of control material-Check to make sure that the box
of controls have not exceeded the 8 weeks use by date or the manufacturer’s explratl on date.
e If it has been more than 8 weeks since the box was opened, discard the remaining

unused portion in abiohazard waste container.
e Obtain anew set of controls from the refrigerator and write the current date on the
box as the date opened.

Check the expiration date on the kit controls.

e If thekit controls are expired discard them in a biohazard trash container.

e Check the refrigerator for any more expired kit controls and discard them in a
biohazard wage container.

o If al kit controls are expired then the controls cannot be run. Therefore, patient
samples cannot be tested until the external controls have been successfully run
using unexpired external controls.

Gather all required materials and put on disposable gloves.

Cover your workspace with a clean, disposabl e, absorbent workspace cover.

Pace an OraQuick ADVANCE reusabl e test stand on your workspace cover. Use

only the stand provided by OraQuick ADVANCE.

Open only onetest device pouch at atime.

Check the expiration date on the pouch.

e If thetest deviceisexpired, discard and use anew test device that hasavalid
expiration date.

Complete Quality Control Log Sheet. This includes current date, ot number of the kit
controls, expiration date of the kit controls, lot number of thetest device, expiration date
of test device, and the temperature of the testing area.

Open both chambers of the OraQuick ADV ANCE divided test device pouch by tearing
a the notches on the top of each side of the pouch.

¢ Open only one pouch at atime. To prevent contamination, leave thetest devicein
the pouch until you are ready to useit.

Remove the developer solution vial from the pouch.

e Label thevia ather Negative, HIV-1 Pogtive or HIV-2 Positive, depending on which
control you are working with.

e Holdthevid firmly in your hand. Carefully remove the cap from the developer
solution vial by gently rocking the cap back and forth while pulling it off. Set
the cap on the workspace cover.

15. SidetheVid into the top of one of the slotsin the Stand. Do not force the via into the

Stand from the front of the slot as splashing may occur.
e Confirmthat thevial is pushed all the way to the bottom of the slot in the Stand.
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EXTERNAL CONTROL TESTING PROCEDURE

1. Open the Negative or HIV-1 Positive or HIV-2 Positive control vial.

2. Insert theround end of an unused specimen collection loop into the
corresponding control reagent (Negative or HIV-1 Postive or HIV-2
Positive).

3. Visudly ingpect the loop to make surethat it is completely filled with the
control reagent. Use separ ate unused Specimen Collection L oop for each
control reagent.

NOTE: TheKit Control reagentsare clear to straw-colored. Do not use

if the reagent appearsvisually cloudy or discolored.

4. Immediately immerse the control-reagent-filled Specimen
Collection Loop in the developer solution inside the Devel oper
Solution Vial.

e Stir the specimen in the devel oper solution with the loop.

e Remove the Specimen Collection L oop from the developer
solution vid and discard the used loop in a biohazard sharps container.

e Remove the Test Device from the Divided Pouch. Do not touch the flat pad. If you
touch the flat pad, discard the device and dl elements of the ik
opened pouch in abiohazard waste container and start the test
from the beginning using anew complete unused pouch containing
avid, device, and absorbent package. A second control sample
must be collected.

5. Check to make sure that an absorbent packet is included with the device.
e |If no absorbent packet is present, discard the device and all elements of the opened
pouch in abiohazard waste container and start the test from the beginning using a
new complete unused pouch containing avial, device, and absorbent package.
6. Labd the device with appropriste externa control designation (Negeative or HIV-1
Positive or HIV-2 Positive). Do not touch the flat pad of the device. If usng an
adhesive label, do not cover the two holeson the back of the device.

7. Withthe result window facing you, insert theflat pad of the device
al the way into the Devel oper Solution Vial containing the control
sample. Make sure that the flat pad touches the bottom of the vid.
Do not remove the device from the vial while thetest is running.
Do not move the stand containing the vial and the device during
testing.

8. Reseal theexternal control reagent vial.

9. Set/Start thetimer for 20 minutes.

o Pink fluid will appear and travel up the result window.

e The pink fluid will gradually disappear asthe test develops.

¢ Read the results after 20 minutes, but not more than 40 minutes,
inafully lighted area.

e Write down the result of the test on the Quality Control Log
Sheet

10. Dispose of the used developer solution vial, test device, workspace cover and

glovesin abiohazard waste container.

11. Repesat all geps beginning with step 4 of Control Preparation using the next
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external control (Negative or HIV-1 Positive or HIV-2
Positive) and a new, complete, unused pouch containing a
developer solution vial, test device, and absorbent package.
When completely done with all three controls, put the external
control reagent vials back in their original container and store
at 36’ Fto 46 F (2°C to 8°C).

If the Kit Controls for the Negative Control, HIV-1 Positive Control or
HIV-2 Positive Control is not as expected, the test should be repeated using
anew test device, developer solution vial, and gopropriate control specimen. If the test result for any
control is not as expected upon repeat testing, discontinue testing and contact OraSure Technologies
Customer Support at 1-800-869-3538.

If expected control results are achieved, then you may proceed with running patient samples.

Prior to testing provide the “ Subject I nformation”
pamphl et to the person being testing.

[ GENERAL TEST PREPARATION |

1. Open the two chambers of the OraQuick
Advance Divided Pouch by tearing at the
notches on the top of each sde of the
Pouch (see picture aand b). To prevent
contamination, leave the Test Devicein the
Pouch until you are ready to useit.

2. Removethe Developer Solution Via from
the Pouch. Hold the Vial firmly in your
hand. Carefully remove the cap from the
Vial by gently rocking the cap back and
forth while pulling it off. Set the cap on
your workspace cover.

Two Chambers
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3. Slidethe Vial into the top of one of the slotsin the

Stand. DO NOT force the via into the Stand from
the front of the slot as splashing may occur. M akes
aurethe Vial is pushed al the way to the bottom of
the slot in the stand (see picture c).

NOTE: DO NOT cover thetwo holesin the back
of the Devicewith labelsor other materials. Doing
SO may cause an invalid result.

| SPECIMEN COLLECTION AND TESTING PROCEDURE

ORAL FLUID PROCEDURE
STEP 1: COLLECT

1.

Ensure prior to testing that the subject has not had anything to eat, drink or has chewed gum for

a least 15 minutes. Have the subject wait for at least 30 minutes
prior to testing if they have used any oral care products.

Have the person being tested remove the Device from its Pouch.
DO NOT allow the person to touch the Flat Pad (see picture 1A).
Check to make sure that an Absorbent Packet is included with the
Device (see picture 2A). If no Absorbent Packet is present, discard
the Device and obtain anew Pouch for testing.
Direct the person to place the Flat Pad above the teeth againg the
outer gum. Direct the person to gently swab completely around the
outer gums, bother upper and lower, one time around, using the
Flat Pad (see pictures 3A and 4A). DO NOT dlow the person to
swab the roof of the mouth, the ingde of the cheek or the tongue.
NOTE: Both sides of the Flat Pad may be used during this
procedure.

STEP2: TEST

1.

Instruct the person being tested to insert the Hat Pad of the Device
al the way into the Via (see picture 5A). Make sure that the Flat
Pad touches the bottom of the Vial. The Result Window on the
Device should be facing towards you (see picture 6A).

Start timing the test (see picture 7A). DO NOT remove the Device
from the Via while the test is running. Pink fluid will appear and
travel up the Result Window. The pink fluid will gradualy
disappear as the test develops (see picture 8A). Read the results
after 20 minutes but not more than 40 minutes in a fully lighted
area.

3. Refer to the Test Result and I nterpretation of Test Result

131|Page

Flat Pad

Implementing Rapid-Rapid HIV Testing in Nonclinical Settings




FINGERSTICK WHOLE BLOOD PROCEDURE
STEP1: COLLECT

1

Using an antiseptic wipe, clean the finger of the person being
tested. After cleansing the skin puncture ste, allow the area
to air dry, so the antiseptic action of the alcohol can take
effect. Using a sterile lancet, puncture the skin just off the
center of the finger pad. Hold the finger downward. Apply
gentle pressure beside the point of the puncture. Avoid
sgueezing the finger to make it bleed (see picture 1B). Wipe
away thisfirst drop of blood with a sterile gauze pad. Allow
anew drop of blood to form.

. Pick up an unused Specimen Collection Loop by the thick

“handle” end (see Picture 2B). Put the “rounded” end of the
Loop on the drop of blood (see picture 3B). Make sure that
the Loop is completely filled with blood (see picture 4B).
NOTE: If the Loop is dropped or comes in contact with any
other surface, discard it in a biohazard waste container.
Get anew Loop for the collection of the blood sample.

STEP 2: MIX

1

2. Check the Solution to make sure that it appears pink. This means

that the blood was correctly mixed into the Solution (see picture 10B). If
the Solution is not pink, discard all test materias in a biohazard waste
container. Start the test over. Use a new Pouch and anew blood sample.
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Immediately insert blood-filled end of the Loop all the way
into the Vial (see picture 8B). Use the Loop to stir the blood
sample in the Developer Solution (see picture 9B). Remove
the used Loop from the Solution. Throw the used Loop in a
biohazard waste container.
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STEP 3:TEST

1. Remove the Device from the Pouch. DO NOT touch the Flat
Pad (see picture 11B). Check to make sure that an Absorbent
Packet is included with the Device (see picture 12B). If no
Absorbent Packet is present, discard the Device and obtain a
new Pouch for testing.

2. Insert the Hat Pad of the Device al the way into the Vid
containing the blood sample (see picture 13B). Make sure the
Flat Pad touches the bottom of the Via. The Result Window on
the Device should be facing towards you (see picture 14B).

3. Start timing the test (see picture 15B). DO NOT remove the
Device from the Via while the test is running. Pink fluid will
appear and travel up the Result Window. The pink fluid will
gradually disappear as the test develops (see picture 16B). Read
the results after 20 minutes but not more than 40 minutes in a
fully lighted area.

4. Refer to the Test and I nterpretation of Test Results Section

| GENERAL TEST CLEAN-UP |

1. Dispose of the used test materialsin a biohazard waste container.

2. When using gloves, change your gloves between each test to prevent contamination. Throw
away the used glovesin a biohazard wade container.

3. Useafreshly prepared 10% solution of bleach to dean up any spills

| TEST AND INTERPRETATION OF TEST RESULTS

Refer to the Result Window on the Test Device

NON-REACTIVE
The diagram at the right shows an example of a Non-Reactive test resullt.

A test isNon-Reactiveif:
areddish-purple line appears next to the triangle labeled “C” and NO line
gopears next to the triangle labeled “T”.

TR

of =

A Non-Reactive test result means that HIV-1 and HIV-2 antibodies were not
detected in the specimen. The test is interpreted as NEGATIVE for HIV-1 and
HI1V-2 antibodies. Follow CDC/Department for Public Health guidelines to inform the test subject
of the test results and its interpretation.
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REACTIVE

The diagrams at the right show examples of a Reactive test resullt.

A test isReactiveif:
areddish-purple line appears next to the triangle labeled “C” and
areddish-purple line appears next to the triangle labeled “T”. One
of these lines may be darker than the other.

NOTE: the test is Reactive if a complete reddish-purple line appears next to

the “T” triangle and next to the “C” triangle, no matter how faint these lines

ae.

A Reactive test result means that HIV-1 and/or HIV-2 antibodies have been detected in the
specimen. The test result is interpreted as PRELIMINARY POSITIVE for HIV-1 and/or HIV-2

antibodies. Follow CDC/Department for Public Health

guidelines to inform the test subject of the test results and its interpretation.

INVALID

The diagrams at the right show examples of an Invalid test

result.

A testisInvalid if any of the following occurs:
e NO reddish-purple line appears next to the triangle
labeled “C” (see picture aand b), or
e a red background in the Result Window makes it
difficult to read the result after 20 minutes (see picture

c), or

e if any of the lines are NOT inside the “C” or “T”
triangle areas (see picture d1 and d2)
e any partia line on one side of the “C” or “T” triangle

areas

- | c4
™ L
— _/
e d1 [
|
A
(
| -
7 .

An Invalid test result means that there was a problem running the test, either related to the specimen
or to the Test Device. An Invalid result cannot be interpreted. Repeat the test with a new Divided
Pouch and a new oral fluid or fingerstick sample. Contact OraSure Technologies Customer
Service if you are unable to get a valid test result upon repeat testing. Do not Report Patient

Result.
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3. POST ANALYTICAL

[ REPORTING RESULTS |

Tes results are recorded on the patient’s medical record by using the CH-12 form. Refer to testing
procedure step 4 above. Patient result will be circled to indicate that the test kit built in interna
control performed properly (reddish line at “C” areaand background clear). Note on CH-12 form the
collection site- either oral or fingerstick.

[ MEDICAL MANAGEMENT |

Follow specific Department for Public Health Core Clinical Service Guide for Medical
Management.

[WARNINGS |

For in vitro Diagnogtic Use

1. Read the package insert completely befor e using the product. Follow theinstructions
car efully. Not doing so may result in inaccur ate test results.

2. Before performing testing, all operators MUST read and become familiar with Universal
Precautions for Prevention of Transmisson of Human | mmunodeficiency Virus, Hepatitis B
Virus, and other Blood-bor ne Pathogens in Health-Care Settings.

3. FDA/Department for Public Health has approved this kit for use with oral fluid, finger stick
whole blood.

4. This test should be performed at temperatures in the range of (15°- 37°C, 59°- 99°F). If
sored refrigerated, ensure that the Divided Pouch is brought to operating temperature (15°-
37°C, 59°- 99°F) before performing testing.

5.1f thetest kit is stored at temperatures outside of ambient temperature (2°- 27°C, 36°- 80°F),
or used outside of the operating temperature (15°- 37°C, 59°- 99°F), use the Kit Controlsto
ensur e perfor mance of the test.

6. Individualsinfected with HIV-1and/or HIV-2 who arereceiving highly active antiretroviral
therapy (HAART) may produce false negative results.

7. Individualsundergoing preventive treatment for HI'V may producefalse negative results.

[ PRECAUTIONS |

Safety Precautions

1. Handle blood specimens and materials contacting blood specimens as if capabl e of transmitting
infectious agents.

2. Do not drink, eat, or smokein areas where specimens are being handled or testing is being
performed.

3. Wear disposable gloves while handling blood specimens and performing testing of blood
gpecimens. Change gloves and wash hands thoroughly after performing each test. Dispose of
used glovesin abiohazard waste container.

4. Oral fluid is not consdered potentidly infectious unless it contains blood. Test Administrators with
breaks in the skin (cuts, abrasions, or dermatitis) should wear gloves when performing oral fluid
testing. Wash hands thoroughly after performing each oral fluid test and after contact with ora
fluid.
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5. Digpose of dl test specimens and materids used in the test procedure in abiohazard waste container.
Lancets and venipuncture materials should be placed in a puncture-resstant container prior to
disposal. The recommended method of disposal of biohazard waste isautoclaving for a minimum
of 1 hour & 121°C. Digposable materids may be incinerated. Liquid wastes may be mixed with
appropriate chemical disinfectants. A freshly prepared solution of 10% bleach (0.5% solution of
sodium hypochlorite) is recommended. Allow 60 minutes for effective decontamination. NOTE:
Do not autoclave solutionsthat contain bleach.

6. Wipe al spills thoroughly with a solution of 10% bleach or other appropriate disinfectant. Bleach
solutions should be made fresh each day.

7. For additiona information on biosafety, refer to “Universal Precautions for Prevention of
Transmission of Human Immunodeficiency Virus, Hepatitis B Virus, and other Blood-borne
Pathogens in Health-Care Settings’ and “Updated U.S. Public Hedth Service Guidelines for the
Management of Occupational Exposures to HBV, HCV, and HIV and Recommendations for
Postexposure Prophylaxis’.

Handling Precautions

1. Use dl Specimen Collection Loops, Test Devices, and Deve oper Solution Vials only once and
dispose of properly (see Safety Precautions). Do not reuse any of these test components.

2. Do not use the test beyond the expiration date printed on the Divided Pouch. Always check
expiration date prior to testing.

3. Do not interchange Test Devices and Devel oper Solution Vials from kits with different lot
numbers.

4. Avoid microbial contamination and exercise care in handling the kit components.

5. To ensure accurate results, the Test Device must be inserted into the Developer Solution Vial
within 60 minutes after introducing the fingerstick whole blood sample.

6. When collecting oral fluid specimens the Test Device must be inserted into the Deve oper Solution
Vial within 30 minutes of collection. A Test Device containing an oral fluid specimen that is not
inserted into the Devel oper Solution Vial within 10 minutes of collection should be either stored on
aflat surface or returned to the Divided Pouch after the desiccant has been removed from the
Divided Pouch. For a 10-30 minute delay in insertion, return the Test Device containing the oral
fluid specimen to the Divided Pouch after the desiccant has been removed from the Divided Pouch.
Ensure tha the Divided Pouch containing the Test Device is kept in a horizontal position until the
Test Deviceisinserted into the Developer Solution Vial.

7. Adequatelighting is required to read atest result.

[ LIMITATIONS |

1 The OraQuick Advance Rapid HIV-1/2 Antibody Test must be used in accordance with the
instructions in the package insert to obtain an accurate resullt.

2. Reading test results earlier than 20 minutes or later than 40 minutes may yield erroneous
results.

3. This test is approved by FDA/Department of Public Health for oral fluid and fingerstick
whole blood.

4, Individual infected with HIV-1 or HIV-2 who are receiving highly active antiretroviral
therapy (HAART) may produce false negative results.

5. Individuals undergoing preventive treatment for HIV may produce fal se negative results.
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10.

11.

Clinical data has not been collected to demonstrate the performance of the OraQuick
Advance Rapid HIV-1/2 Antibody Test in persons under 12 years of age.

A reactive result using the OraQuick Advance Rapid HIV-1/2 Antibody Test suggests the
presence of HIV-1 and/or HIV-2 antibodies in the specimen. OraQuick Advance Rapid HIV-
1/2 Antibody Ted isintended as an aid in the diagnosis of infection with HIV-1 and/or HIV-
2. AIDS and AIDS-related conditions are clinical syndromes and their diagnosis can only be
established clinically.

For a reactive result, the intensity of the test line does not necessarily correlate with the titer
of antibody in the specimen.

A non-reactive result does not preclude the possibility of exposure to HIV or infection with
HIV. An antibody response to recent exposure may take several months to reach detectable
levels.

A person who has antibodies to HIV-1 or HIV-2 presumed to be infected with the virus,
except that a person who has participated in an HIV vaccine study may develop antibodies to
the vaccine and may or may not be infected with HIV. Clinical correlation is indicated with
gopropriate counseling, medical evaluation and possibly additional testing to decide whether
adiagnoss of HIV infection is accurate.

See package insert for interfering substances and unrelated medical conditions that could
impact testing.

[ PROBLEM SOLVING |

If the correct control results are not obtained, do not report patient results. For Technical Assstance
Contact Technical Services at 1-800-672-7873 or 1-800-869-3538.

1. REFERENCES

OraQuick Advance Rapid HIV-1/2 Antibody Test Package Insert, OraSure Technologies, Inc,
Bethlehem, PA 18015, USA, rev. 09/12

OraQuick Advance Kit Controls Package Insert, OraSure Technologies, Inc, Bethlehem, PA 18015,
USA, rev. 08/12

Centers for Disease Control and Prevention (CDC), Departmen for Health and Human Services,
“Quality Assurance Guidelines for Testing Using Rapid HIV Antibody Wai ved Under the Clinical
Laboratory Improvement Amendments of 1988,
http://www.cdc.gov/hiv/topics/testing/resources/guidelines/gqa_guide.htm, July 24, 2007

V. AUTHOR
Linda Dailey MT (ASCP) January 2011

V. PROCEDURE POLICY, APPROVAL AND REVIEW PROCESS

1.
2.

3.

The procedure is to be placed in the SOPM.

Each procedure will be initially reviewed and approved with signature by the Director prior_to
implementation.

Each procedure will be reviewed annually and as needed for necessary revison. Any
modification will be reviewed and approved as stated in #2 above.
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4. Implementation of new or revised procedures must be communicated to al testing personnel
prior to the implementation date. The Director must document that each of the testing personnel
(by individua name) have been made aware of the procedure changes, revision implementation
date and been trained as necessary.

5. Any associated logs, specimen collection instructions or other documents related to the
procedure change must be initiated.

6. Each procedure must have amaster file. The master file serves as the documented history of the
procedure, showing all revisions and the dates used and discontinued or retired.

7. The master file must be maintained for aleast two (2) years from last date used.

VI. APPENDI X
OraQuick Advance Rapid HIV-1/2 Antibody Test QC log

VIl. PROCEDURE HISTORY

Revison | Initials | Pages Description of Change(s):

Date; Affected:

4232012 | LMD P10 Added into Step 1 Oral fluid procedure the stipulations not food, drink,
gum or oral care products.

4232012 | LMD P11 Added additional comments to Sep 1 Fingerstick whole blood collection
procedure on cleansing of puncture site.

3/5/2013 LMD P11 Change Public Health Practice Referenceto Core Clinica Service Guide.

5/10/2013 | LMD P3 Changed temperature range from 35-80°F to 36-80°F

5/10/2013 | LMD P4 Changed control storage from 35-46° to 36 -46°

5/10/2013 | LMD P5 Update intervals to perform QC- take out additiond sites

5/10/2013 | LMD P6 Takeout to let external controls come to room temperature before use

5/10/2013 | LMD P6 Take out use of safety glasses or splashguard in #8 and #9.

5/10/2013 | LMD pP7 Takeout referenceto safety glassesin #15
Takeout instructionsif any portion of developer solution spilled in#15 and

510/2013| LMD P External Control Testing Procedure #4.

5/10/2013 | LMD P8 Update temperature #11 from 35- 36°.

5/10/2013 | LMD P13 Update Note: the test is Reactive if a complete reddish-purple

5102013 | LMD P13 Invalid test- add bullet “any partial line on oneside of the*C” or “T”
triangle area.

5/10/2013 | LMD P14 Update temperaturein #5 from 35° to 36°

5102013 | LMD P14 Add #7 to Warnings- Inc_iividuals undergoing preventive treatment for HIV
may produce false negative results.

5/10/2013 | LMD P15 Add to #4- Test personnel and glove use

5102013 | LMD P16 Limitations- add #5 Indiyidual undergoing preventive treatment for HIV
may produce false negative results.

5/10/2013 | LMD P16, 17 Update reference revisions

5/10/2013 | LMD P19 Update QC form for control intervals

138|Page Implementing Rapid-Rapid HIV Testing in Nonclinical Settings



31 M3IA3Y J0sIAIRONS

*A1eSs908U SWsap Jofesado Uy '8 swioldwiAs [eolulfo ylim a1e 4102 jou
So0p 1NsaJ uaed e Janausy\\ "/ TIueied e Uo 1nsal 159] P1RAUISAIINIBSUOD Z BUY "9 "0/~ D.ST 9pKIN0 S|} eate Bunssl ay) Jo ainfesadwe] syl LBYAA
"G "Dol2- Do PISINOS | o ARI0IS 1591 8 J0 aineedwal UBYMA 7SI 1591 Jo Juswd Iys MON '€ 10] 11 1591 MaN g "Jor.edo mau ydes YA ‘T ([eAJRIU| [0.11u0D

SUOI10Y 3A1D3.1I0D

TREN

aMd

(1ea o punoJbioeq 1Insey

(#ea0 punoJbxIeq

1nsay (#ea 0 punoubxeq

+2577Y 8012593 Jo JaqUINT JO[ M3T Y83 GIIM S0] M3 v UISeg,,

Bo 7 1041u0D Alfend soueApy 3oINndOe.IO

“Sjusliwiod -uesaid aul| ,0,) -uasaidaul] 0,) -Juesaidaul| 0,)
NSy [0U0D UBI| A [0U0D fURBI| N [0U0D UBI| A
[01JU0D Z-AIH 8ANSOd 101U0D [- AIH 3ARIS0d j0quU0D aAIRB N swil akd
Z¢-N\IH 3Ansod
T-AIH 3AlSCd
anIEefoN
3oURApY
(Buuedo Joye (eLeIRW »IndeIo
SyEIM g) 8l Aq asn pauado arq arq dx3 BN |0J1U0D Joamoq uo )# 107 | S|041U0D reueIX]
argdx3 (xoq wouy) T#107  80UeApY YOINORIO BWweN [011U0D
Ble@ "dx3 (Yonod papIAIQ WOLY) #4107
Brq dx3 (xoqg wouy) H10T1UY  90URAPY YoInORIO Buwe| 1usbeay

Settings

Nonclinical

n

HIV Testing

-Rapid

Implementing Rapid

139|Page



sBburilas |eo2r1uljouoN ul Buiisal AIH pldey-pirdey Buijuawa|jduw] abed|ovt

08v-+9s (Z0S) :(uo1as [043u0) ALS) ID1440 ILVIS

6LZx 06¥2-182 (022)
uaalo bBumog

L9p2-882 (658)
uo)buixa’

v698-v.S (205)
3lIIASINGT

G.02-£9¢ (658)
92ua10|4

s)sijeldadg uoljuaAiIdju| aseasiq AHonjuay



sBburilas |eo2r1uljouoN ul Buiisal AIH pldey-pirdey Buijuawa|jduw] abed|TIVT

6£599-796S (20S) :(uondas sadnIas AIH) 301440 I1VIS

19.1-829 (909)
JosiawosS

£818-vv (LL8)

yeanped
00Z0-928 (022)
vvss-ez¢ (658) 8002-2<8 (205) uosiapusH
uojbuixan 3|IIASINOT
9z Ly (658)

1YW 34

siajuan pue suoibay 10jeuipioo aien



